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TOESTEMMING TOT MEDIESE 
PROSEDURES 


Die pasiént se toestemming tot mediese prose- 
dures het nog altyd ’n moeilike regsprobleem 
opgelewer vir die mediese praktisyn wat, oor 
die algemeen, nie op hoogte is van die inge- 
wikkeldhede van die wet wat van toepassing 
is op hierdie aspek van die betrekkinge tussen 
hom en sy pasiént nie. 

Vir sover dit Transvaal betref, is die posisie 
gekristalliseer in die onlangse saak van Ester- 
huizen teen Nicol. In hierdie regsgeding is 
£10,000 aan die eiseres toegeken weens die 
beskadiging van haar ledemate ten gevolge van 
X-straal-behandeling vir Kaposi se hemangio- 
sarkoom. Daar is beslis dat regstoestemming 
nie van haar verkry is nie, nie omdat sy nie 
ingewillig het tot die behandeling nie (want 
sy het dit inderdaad gedoen), maar omdat die 
emnstige risiko’s wat by die saak betrokke was, 
nie aan haar verduidelik is nie. (Die kwessie 
van nalatigheid of die probleem van minder- 
jarigheid is nie hier tersake nie.) 

Die vernaamste besonderhede van die saak 

word opgesom deur twee regsgeleerde bydraers 
wie se belangrike kritiese ontledings van die 
beginsels wat by die saak betrokke is, ons 
bevoorreg is om elders in hierdie uitgawe te 
publiseer. 
Dit is heeltemal duidelik dat die regsge- 
leerdes self nog glad nie eenstemmig is vir 
sover dit die geskilpunte betref nie—'n toe- 
stand van sake wat die mediese professie nie 
juis veel baat nie. Mnr. Colman inderdaad is 
die mening toegedaan dat as ’n geskikte saak 
in ons Appélhof getoets word, dit heeltemal 
moontlik is dat die uitspraak in die Ester- 
huizen-saak omvergewerp sal word. 


REDAKSIONEEL - EDITORIAL 


CONSENT TO MEDICAL PROCEDURES 


The patient’s consent to medical procedures 
has always been a difficult legal problem for 
the medical practitioner who is, generally 
speaking, unfamiliar with the intricacies of 
the law which govern this aspect of the 
relationship between him and his patient. 

As far as the Transvaal is concerned,’ the 
position was crystallized in the recent case of 
Esterhuizen vs Nicol. \n this action the plain- 
tiff was awarded £10,000 for damage she sus- 
tained to her extremities as the result of X-ray 
treatment for Kaposi's haemangiosarcoma. It 
was held that legal consent had not been 
obtained from her, not because she had not 
agreed to treatment (which in fact, she had) 
but because she was not told of the serious 
risks involved. (We are not here concerned 
with the issue of negligence or the problems 
of minority.) 

The relevant details of the case are sum- 
marized by two legal contributors whose 
important critical analyses of the principles 
involved we are privileged to publish else- 
where in this issue. 

Quite clearly, the lawyers have not reached 
unanimity on the points at issue, a situation 
not particularly helpful to the medical profes- 
sion. Mr. Colman, indeed, takes the view that 
if a suitable case is tested before our Appellate 
Court, the Esterhuizen judgment may well be 
overruled. 

It is unfortunate that, in an editorial com- 
mentary on this case in a contemporary medical 
journal,* the view was expressed that, once 
the doctor has carefully explained to the patient 


* Editorial (1957): S. Afr. Med. J., 31, 896. 
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Dit is ongelukkig dat in die redaksionele 
kommentaar wat ’n ander mediese tydskrif* 
op hierdie saak uitgeoefen het, die mening 
uitgespreek is dat as ’n dokter eenmaal die 
risiko’s wat by die saak betrokke is, sorgvuldig 
aan die pasiént verduidelik het, die dokter self 
beskerm is, omdat die omus dan op die pasiént 
rus om te bewys dat hy die verduideliking nie 
begryp het nie. Ons word meegedeel dat daar 
geen sodanige onus op die pasiént rus nie. 
Die redaksionele advies wat aan mediese praktisyns 
gegee is, is derhalwe foutief en misleidend. Inteen- 
deel (soos baie duidelik blyk uit die gesaghebbende 
ontledings van ons regsgeleerde medewerkers in 
hierdie uitgawe) moet die dokter homself tevrede 
stel dat die pasiént inderdaad die verduideliking 
van die aansienlike risiko’s wat by die saak betrokke 
is, soos deur die dokter verstrek, begryp het. Die 
pasiént moet duidelik bewus van al die implikasies 
wees. 

Dit is, natuurlik, die kern van die saak en die 
punt waar die eintlike moeilikheid ontstaan, want 
die praktisyn, met die oog op die psigologiese en 
ander probleme waarmee hy in ’n besondere geval 
dikwels te kampe kry, weet nie presies hoever dit 
nodig vir hom is om te gaan nie. 

Dit is duidelik dat daar ook ander lokvalle is 
wat deur die dokter vermy moet word in die geval 
nie alleen van die geleerde en opgevoede pasiént 
nie, maar ook en veral in die geval van diegene 
wat met ’n taalprobleem te kampe het, bv. die 
naturellepasiént. 

Die uitspraak in die saak van Esterhuizen teen 
Nicol geld op die oomblik vir Transvaal. Dit geld 
nie noodwendig vir die ander provinsies nie, hoewel 
die Transvaalse beslissing bes moontlik ’n oorredende 
effek op howe in ander dele van die land kan hé. 
Dit verhoog die kompliseerdheid en ingewikkeldheid 
van die toestand vir sover dit die mediese professie 
betref. 

Daar moet egter goed begryp word dat die Trans- 
vaalse Hof geen algemene reéls vir sake van hierdie 
aard neergelé het nie. In sy artikel vestig mnr. 
Millner die aandag (in die gedeelte van die uitspraak 
wat kursief gedruk is) op wat hy tereg ,die hart van 
die uitspraak’ oor hierdie saak noem. Die besondere 
feite van ’n besondere geval is van die allergrootste 
belang. Die beste manier om hulle te toets, is mis- 
kien in die lig van die Appélafdeling se uitspraak 
in die geval van Lymbery teen Jeffries, naamlik dat: 

,Al wat van ’n chirurg verwag word, is om ’n 
algemene idee van die gevolge te verstrek. Dit is 
nie nodig om nougeset te wys op al die komplikasies 
wat kan ontstaan nie.’ 

Die kwessie van doeltreffende versekering ontstaan 
dan as ’n praktiese probleem. Dit is beslis ’n saak 
wat iedere praktisyn behoorlik moet oorweeg, in ag 
nemende sy besondere soort praktyk en die bedrag 
waarvoor hy op die oomblik gedek is. 

Of die beskerming wat die mediese professie meen 
dat hy moet hé deur ’n Wet van die Parlement 
verskaf kan word, is ’n ander saak. In soverre dit 
die posisie sal ophelder vir sowel die pasiént as die 
dokter, is dit beslis hoogs wenslik; maar so ’n wet- 
gewende stap kan bes moontlik meer wees as wat 
ons kan verwag. Nietemin is dit ’n einddoel waarna 
ons vurig vooruitsien. 


Redaksie (1957): S.-A. Tydskr. Geneesk., 
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the risks involved, the doctor is protected, 
because the onus then falls on the patient to 
prove that he had not understood this exp!ana- 
tion. We are advised that there is no such 
onus on the patient. The editorial advice 
tendered to medical practitioners is thercfore 
erroneous and misleading. On the conirary 
(as emerges quite unequivocally from the 
authoritative analyses presented in this issue 
by our legal contributors) the doctor must 
satisfy himself that the patient has, in fact, 
understood the explanation he has been given 
of the substantial risks involved. The patient 
must clearly be aware of all the implications. 

This, of course is’‘the very nub of the matter 
and the point at which difficulty arises because 
the practitioner, in view often of psychological 
and other problems with which he has to deal 
in a particular case, does not know how far 
it is necessary for him to go. 

There are clearly other pitfalls which the 
doctor faces not only with those who are 
literate and educated, but also, and more 
especially, with those where there may be 
language barriers, e.g. the African patient. 

The case of Esterhuizen vs Nicol at present 
holds in the Transvaal. It does not necessarily 
apply to the other Provinces, although the 
Transvaal decision may well be persuasive in 
courts in other parts of the country. This 
also adds to the complexity and the intricacy 
of the situation as far as the medical profes- 
sion is concerned. 

It should, however, be appreciated that the 
Transvaal Court did not lay down a general 
rule in these matters. Mr. Millner has drawn 
attention in his article, in the portion of the 
judgment which he has placed in italics, to 
what he very appropriately calls ‘the heart 
of the judgment’ on this issue. The particular 
facts in a particular case are all-important. 
Perhaps they are best tested in the light of 
the Appellate Court’s declaration in the case 
of Lymbery vs Jeffries that: 

“All the surgeon is called upon to do is to give 
some general idea of the consequences. There is no 
necessity to point out meticulously all the com- 
plications which may arise.’ 

The question of adequate insurance arises as a 
practical problem. This is certainly a matter which 
every practitioner should most carefully consider in 
relation to his type of practice and the cover whiich 
he holds at present. 

Whether the protection which the medical pro- 
fession feels it should have can be achieved by an 
Act of Parliament is another matter. Certainly, in 
so far as the position would be clarified for the 
patient as well as for the doctor, this is highly 
desirable; but such a legislative move may well 
prove to be a counsel of perfection. Nevertheless, 
“’Tis a consummation devoutly to be wish’d’. 
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ELI LILLY SE MEDIESE NAVORSINGS- 
BEURS (SUID-AFRIKA) 


TOEKENNING VIR 1958 


Die aandag van mediese praktisyns word ge- 
vestig op die aankondiging van die Beurs- 
toekenning vir 1958, die voorwaardes waarvan 
elders in hierdie uitgawe uiteengesit word. 

Die Beurs is bedoel vir mediese navorsing. 
Dit is beskikbaar vir een jaar, en die waarde 
daarvan is 3,600 Verenigde State-dollar, be- 
newens ’n eersteklasretoerkaartjie per vlieg- 
tuig. 
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ELI LILLY MEDICAL RESEARCH 
FELLOWSHIP (SOUTH AFRICA) 


1958 AWARD 


The attention of medical practitioners is drawn 
to the announcement of the 1958 Fellowship 
award, the conditions of which are set out 
elsewhere in this issue. 

The Fellowship is intended for medical re- 
search, is available for one year and is to the 
value of 3,600 United States dollars, exclusive 
of first class return air travel. 


VIADRIL— A NEW STEROID INTRAVENOUS ANAESTHETIC 


PRELIMINARY REPORT ON 102 CASES 


O. V. S. Kok, M.B., Cu.B. (U.C.T.), D.T.M. (LIVERPOOL), D.A. (ENG.), D.A. (IRELAND), 
F.F.A.R.C.S. (ENG.) 


and 


S. F. Knipe, M.R.CS., L.R.C.P. (ENG.), D.A. (IRELAND) 


Department of Anaesthesia, University of Pretoria, and Pretoria General Hospital, Pretoria 


Viadril (hydroxydione sodium) is an intra- 
venous steroid anaesthetic structurally related 
to the steroid hormones, but possessing no 
hormonal activity.! It was developed in 1954 
by Pfizer laboratories, after Selye had made the 
observation in 1941 that certain steroids pos- 
sessed anaesthetic properties.” 


Since the publication of the first report on 
the anaesthetic properties of Viadril in 1955, 
this drug has now been successfully used in 
various clinical trials on animals and human 
beings in America and Europe. As Viadril is 
now in free supply in South Africa, we thought 
it might serve a useful purpose to relate our 
clinical impressions on the first 100 cases 
anaesthetized with this drug in the Pretoria 
General Hospital. 


PHARMACOLOGY 


Viadril is the sodium salt of 21-hydroxy-pregnane-3, 
20-dione hemi-succinate. Its structural and empirical 
formulae are shown in Fig. 1. 

It is prepared from desoxycorticosterone by a 
series of catalytic reactions. An aqueous solution ot 
this compound has a pH of 7.8 to 10.2. Viadril may 
be safely added to distilled water, an aqueous solu- 
tion of sodium chloride or 5% dextrose, and is 
usually supplied in vials containing 500 mg. Its 
solution is incompatible with d-tubocurarine, suxame- 
thonium and pethidine.5 


Viadril is a potent intravenous basal anaesthetic. 
Its rapidity of onset and duration of action depend 
on the size of the dose and the rate of administra- 
tion. It differs from the other hypnotic agents in 


CH2.GH 
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CH3 


21, Hydroxy -pregnane-3, 20 dione, 
Sodium hemisuccinate 
Viadrit ) 


Fig. 1. Chemical relationships of Viadril, the 
empirical formula of which is C,;H,,O,. 


The structural formulae represented are repro- 
duced with acknowledgments to Galley and 
Rooms (1956): Lancet, 1, 994, from their paper 
entitled Amn Intravenous Steroid Anaesthetic: 
Experiences with Viadril. 
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that its anaesthetic effects are not usually accom- 
panied by depression of the vital centres.4 

In comparison with thiopentone, Viadril is an 
extremely safe anaesthetic agent as its lethal dose 
(L.D. 50) is about 3 times that of thiopentone. 
The therapeutic index of Viadril is 11.4.! 


METHODS OF ADMINISTRATION AND DANGERS 
ASSOCIATED WITH ITS USE 


As most authors stress 3 important side effects 
that have to be reckoned with, viz. hypoten- 
sion, venous thrombosis and a latent period 
before the actual onset of Viadril anaesthesia, 
we decided to use this drug for induction and 
maintenance in conjunction with a weak and 
potentially safe adjuvant only (nitrous oxide), 
so that we could make a complete study of its 
potential dangers, without being hampered by 
the effects of additional drugs.*!° 
A perusal of the literature indicates that the 
chief disadvantage in the use of this drug 
seems to be the occurrence of thrombo-phlebitis 
in a high proportion of cases.!!-!3 In an attempt 
to minimize this complication, we decided to 
use dilute solutions, despite the disadvantages 
of the Bainbridge reflex, and the large amount 
of fluids given to some patients parenterally.'4 
For this reason our patients were carefully 
selected pre-operatively, and over 90% of our 
cases were in ‘good’ physical condition. It 
has been suggested recently by Stedtfeld that, 
to avoid intravascular complications, the 
hydroxydione should be made up to a 10% 
solution, in physiological saline, at body tem- 
perature. This mixture should then be injected 
into a large vein, at body temperature, as 
rapidly as possible, ie., within 10-30 seconds.'> 
As most authors have up to now held the view 
that the chief causes of the hypotension and 
the thrombosis are too high a concentration of 
the solution and too rapid a rate of injection, 
we have hesitated to try out this method.’: !3: 
16.17 We hope, however, to investigate this 
new technique in our next series of 100 cases. 
Induction. After standard premedication 
(100 mg. pethidine and 0.8 mg. (1/75 gr.) 
atropine in adults under 60 years, and 0.65 mg. 
(1/100 gr.) atropine only in adults over 60 
years) our usual technique was to inject 0.5 
ml. of 2% procaine hydrochloride into the skin 
over a large vein in the cubital fossa. After 
about 2 minutes a Frankis-Evans needle was 
pushed into the vein painlessly, and connected 
to the Viadril drip set. The drip is then turned 
on fully, and the patients usually go into a 
peaceful sleep within 5 to 10 minutes, after a 
total injection of 900-1100 mg. solution. 
Once the patient is asleep, the drip can be 
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turned down to a rate of about 40 drops per 
minute for the duration of the operation; or, 
if the patient has had about 1500 mg. of 
Viadril, the drip may be stopped completely 
or replaced by another agent, as most patients 
would sleep for 13-2 hours after the adminis- 
tration of such an amount of the drug. 

Strength of Solution and Dosages. In our 
series, 45% of the cases were given a ().3% 
solution and 48% of cases a 0.4% solution; 
the remainder (7%) were given 0.1%, 0.2% 
and 0.5% solutions (Table 1). 


TABLE 1: DosAGE PER PATIENT 


The number of patients at each dose level is indicated 
in brackets after each dose. 


700 mg. (1) 2100 mg. (1) 
1000 mg. (6) 2200 mg. (2) 
1100 mg. (1) 2400 mg. (1) 
1200 mg. (11) 2500 mg. (2) 
1300 mg. (2) 2600 mg. (4) 
1400 mg. (3) 2800 mg. (4) 
1500 mg. (26) 2900 mg. (2) 
1600 mg. (13) 3500 mg. (1) 
1700 mg. (1) 3600 mg. (1) 
1800 mg. (6) we 
2000 mg. (14) Total 102 Cases 


Average dosage per patient: --1700 mgms. 


After trial and error our own preference 
now is for the 0.3% solution. This is easier to 
make up than the 0.4% solution, as it requires 
simply the mixing of 3 vials containing 500 
mg. each in half a Vacoliter of saline or 5% 
dextrose and water. For the average operation 
lasting 15-2 hours, this amount is not likely 
to be exceeded. We would advise beginners 
to adhere to this dosage and, if necessary, to 
use an adjuvant such as pethidine in conjunc- 
tion with nitrous oxide and oxygen for main- 
tenance. 

Owing to the lag period from the onset otf 
sleep until the patient is ready for operation, 
and other undetermined factors, it is extremely 
difficult to calculate the dosage according to 
body weight in individual cases. Time and 
again, in this series, it has been impossible to 
estimate correctly, beforehand, what the anaes- 
thetic dose should be. As a rule, we found 
dilute solutions of 1500 mg. quite sufficient to 
give adequate relaxation for operations such as 
appendicectomies, etc. Where this is not the 
case, we would recommend the use of adju- 
vants to avoid the long sleep that sometimes 
follows the administration of large dosages. As 
a rough guide we would suggest a dosage of 
100 mg. per stone body weight, or 1 g. for 
patients weighing about 150 lb. 
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In our series, also, the only patients who 
had to be given vasopressor drugs on the 
operating table or in the wards were those 
who received more than 2 g. of Viadril. We 
have grave doubts if it is possible to kill a 
reasonably fit adult with 1500 mg. of Viadril, 
in 0.3% solution—no matter how fast the drip 
is run. In this respect we think the drug is 
much safer than thiopentone. The maximum 
dosage we administered to one person was 
3600) mg. 

About 20% of our cases complained of a 
slight pain in the arm whilst the drip was 
running, but a very small percentage of these 
developed intravascular complications. 

In our last series of 30 cases, all the patients 
were given 1500 mg of Viadril (0.3%) during 
induction only, and after this the drip was 
removed. This was done purposely, to observe 
the effect on patients after the ravid adminis- 
tration of large dosages. 

Maintenance of Anaesthesia. All patients 
were maintained with the aid of a Boyle’s 
machine, semi-closed circuit, with + 6 litres 
nitrous oxide and 2 litres oxygen, and with 
absorption of carbon dioxide in some cases. 
When it was considered necessary, patients 
were intubated, either after their throats had 
been sprayed with 4% Xylotox alone, or after 
the use of Xylotox and relaxants in adequate 
dosages. Relaxants were also used for main- 
tenance, where indicated. 


SPECIAL INVESTIGATIONS (INCLUDING TESTS 
ON ANIMALS) 


1. Blood Sugar Levels. The blood sugar level 
was determined immediately before and imme- 
diately after operation in 8 cases The highest 
figure, in 6 cases where no dextrose was used 
in the Viadril drip, showed an increase of 10 
mg. per 100 ml., and the lowest figure a reduc- 
tion of 4 mg. per 100 ml. from pre-operative 
levels. 

If we omit the patient with the highest 
figure of 10 mg. per 100 ml., then the average 
rise in blood sugar during operation was less 
than 1 mg. per 100 ml. In the two other cases 
the Viadril was mixed with dextrose and water 
beforehand, and here the blood sugar was 
higher than one would have expected for the 
amount of dextrose given intravenously. One 
case was for a cholecystectomy lasting 90 
minutes, and here the blood sugar rose from 
102 mg. per 100 ml. pre-operatively to 158 
mg. per 100 ml. at the end of the operation. 
The second case was for a thyroidectomy, 
lasting 120 minutes, and here the pre- and 
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post-operative blood sugar levels were 76 mg. 
and 104 mg. per 100 ml. respectively. 

It has often been suggested that Viadril 
would be a safe drug to administer in opera- 
tions on diabetics; but in view of our findings 
in these two cases, and the investigations of 
Stropeni et al.,!8 we would advise caution in 
its use, especially on uncontrolled cases of 
diabetes. Stropeni et al. came to the conclu- 
sion that Viadril had a hyperglycaemic and 
anti-insulin action. The action of Viadril on 
the blood sugar, especially in cases where large 
dosages of glucose and insulin have been ad- 
ministered beforehand, deserves further detailed 
study. Our experience does not suggest any 
special danger in giving Viadril to diabetics, 
but the usual precautions should, of course, 
be taken in handling such patients. 

2. Blood Electrolytes. In 7 cases the blood 
sodium, potassium and chloride values were 
determined immediately before and immedi- 
ately after operation. The results were as fol- 
lows: 

(a) Sodium: 

4 cases reduced from 2 to 8 mEg./L. Average 
reduction, 5 mEq./L. 

2 cases increased from 0 to 4 mEq./L. 

1 case, no change. 


(b) Potassium: 
5 cases reduced from 0.2 to 0.6 mEq./L. 
Average reduction, 0.4 mEq./L. 
1 case, increase of 0.6 mEq./L. 
1 case, no change. 


(c) Chlorides: 

2 cases reduced from 2.2 to 1.9 mEq./L. 
Average reduction, 2.05 mEq./L. 

4 cases increased from 0.9 to 1.9 mEq./L. 
Average increase, 1.5 mEq./L. 

1 case, no change. 

The shortest operation during which these 
investigations were made lasted 40 minutes, 
the longest 240 minutes, and the average was 
104 minutes. 

3. Animal Experiments. As some earlier 
workers reported a haematuria in experimental 
animals after intravenous injections of large 
dosages of Viadril, we arranged for liver and 
kidney function tests to be done on dogs at 
Onderstepoort, before and after intravenous 
injection of 100 mg. per Kg. body weight, 
daily for 5 days. The results were completely 
negative, and no abnormalities could be found 
in the urine after the expired period.': !° 


ANALYSIS OF ANAESTHETIC RECORD CARDS 
(102 CASEs) 


1. Statistical Information. The dosage used 
per patient is given in Table 1. The average 
dosage per patient was + 1700 mg. Incidental 
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findings about the ages of the patients, the 
duration of the operations and the types of 
operations performed are reflected in Tables 
2-4. The average duration of sleep after 
operations was + 36 minutes. 


TasLeE 2: AGE Groups 


10—20 years: 19 
21—30 years 13 
31—40 years 18 
41—50 years 18 
51—60 years 21 
61—70 years 7 
71—80 years 6 
Total 102 Cases 


TABLE 3: DURATION OF OPERATION 


4 hour: 3 

1 hour: 58 

2 hours: 25 

3 hours: 10 

4 hours: 6 
Total 102 Cases 


Average Duration of Operation: + 96 minutes. 


TABLE 4: TypE OF OPERATION PERFORMED 


Laminectomy: 
Posterior fossa tumour: 
Haemorrhoidectomy: 
Colporrhaphy: 
Thyroidectomy: 
Thyroglossal cyst: 
Gastrectomy: 
Gastero-enterostomy: 
Cholecystectomy: 
Ventral hernia: 
Tympano-plasty: 

Open reduction (jaw) 
Lynch L and R: 
Fenestration: 
Mastoidectomy: 

Scleral resection: 
Abdomino-perineal resection 
Lumbar sympathectomy: 
Ventral suspension 
Herniorrhaphy: 
Varicose veins: 
Tumour (buttocks): 
Appendicectomy: 


Total 
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2. Post-Operative Complications : 

(a) Phlebitis: 7 cases. 
1 case occurred after 0.1% solution. 
: cases occurred after 0.3% solution. 

case occurred after 0.5% solution. 

(6) Phlebitis with Thrombosis: 6 cases. 
2 cases occurred after 0.3% solution. 
4 cases occurred after 0.4% solution. 
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All these cases recovered after appropriate treat. 
ment. 


(c) Nausea or Vomiting: 11 cases. 
(d) Headache: 7 cases. 
(e) Lung Complications: 2 cases, but both 


occurred more than 7 days after the ad. 
ministration of the Viadril. 

There were 2 deaths post-operatively, but 
we are quite certain that the Viadril playec no 
part in their cause. One patient collapsed on 
the 14th day after a gastero-enterostomy, and 
one patient died from an ileus 9 days after a 
gastrectomy and splenectomy. 


DISCUSSION 


We would like to discuss some of our clinical 
findings on the properties of hydroxydione as 
observed in the 102 cases under review. 


1. PHARYNGEAL REFLEXES 


Viadril definitely caused a marked depression 
of these reflexes. An airway could be inserted 
at any stage during induction, without any 
cough or difficulty. We even inserted airways 
with the active co-operation of the patients. 
In some cases we noticed a slight trismus of 
the jaw, but this was never so severe as to 
prevent the insertion of an airway, although at 
times it was severe enough to make oral intu- 
bation difficult. 


2. LARYNGEAL REFLEXES 


The laryngeal reflexes are also depressed, but 
we do not think that they are obtunded as 
effectively as most authors allege. On inspec- 
tion, after laryngoscopy with Viadril alone, the 
cords were usually well relaxed, but the inser- 
tion of the endotracheal tube into the trachea 
was often followed by violent fits of coughing. 
For this reason we are not in favour of intu- 
bating under Viadril alone, unless the larynx 
and the bronchial tree have been thoroughly 
sprayed with a local analgesic beforehand. 
Another reason why we prefer to use a relaxant 
drug during this procedure is the fact that a 
slight trismus of the jaw may make intubation 
more difficult, and cause unnecessary trauma. 
The laryngeal reflexes are, however, obtunded 
sufficiently to greatly increase the margin of 
safety during certain operations, especially 
thyroidectomies and prolonged neurosurgical 
procedures. 


3. PUPILS 


The pupils were large or medium in size in 
about one-third of our patients. The enlarged 
pupil may be some indication of the depth of 
anaesthesia, provided the patient had 0 
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Omnopon, morphine or pethidine as premedi- 
cation, and in contrast to other anaesthetics 
may be a sign that the patient is waking up. 
These pupils usually react briskly to light, and 
we often got the impression that the patient 
was still awake! 

It is interesting to speculate on the etiology 
in these cases, as we also have an impression 
that there may be some relation between the 
size of the pupil and the pulse rate. We 
would like to advance 2 theories to explain 
this increase in size of the pupils: 

1. The drug may have a ganglion-blocking 
effect on the ciliary ganglia. 

2. The pupils may dilate owing to the in- 
creased secretion of adrenaline into the system, 
as Our patients were often kept very light, and 
we used no other analgesic for maintenance 
excepting nitrous oxide. In these cases there 
was usually a rise in pulse rate, and the blood 
pressure often rose to pre-operative levels. One 
would, however, also have expected increased 
sweating and a rise in blood sugar, but this 
was not the case. 


4. RESPIRATORY SYSTEM 


Depression of respiration was seldom noticed, 
excepting in cases where dosages above 1500 
mg. were administered rapidly. The respira- 
tory rate in one elderly patient fell to 10 per 
minute after the injection of 900 mg.; but the 
tidal volume increased, and it was not con- 
sidered necessary to assist the breathing. If 
respiration is depressed, it usually takes place 
during induction. Once the patient is stimu- 
lated as a result of the operation, there is sel- 
dom any depression of breathing. 

In the absence of stimulation, the rate ot 
respiration was not affected, and the clinical 
picture was that of a normal patient, sleeping 
peacefully, with slow, regular breathing. Stimu- 
lation of the patient can give rise to tachy- 
pnoea, even up to 50 per minute. This, we 
think, again stands in close relationship to the 
depth of anaesthesia, i.e. whether the patient 
responds to pain stimuli or not. This also fits 
in with our theory of increased adrenaline 
secretion. In most cases the respiratory rate 
varied between 25 to 35 per minute. Volu- 
metric studies done on a few patients with the 
aid of a Draeger Volumeter before induction, 
and during maintenance of anaesthesia, dis- 
closed very little difference in minute volume. 

There were no cases of broncho-spasm 
during operation. It may well be that there is 
a dilatation of the bronchial tree, possibly due 
to the postulated secretion of adrenaline. 
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One patient developed an apnoea during 
maintenance lasting 5 minutes; but this patient 
was already depressed as a result of heavy pre- 
medication, before the commencement of in- 
duction. 

We would recommend light premedication 
in all cases, particularly in elderly patients as 
we believe that the action of barbiturates and 
analgesics is potentiated after the use of 
Viadril. 


5. CARDIO-VASCULAR SYSTEM 


(a) Pulse Rate. In about 50% of our cases 
the rate was increased to 120 per minute, but 
the rhythm was regular. This again fits in with 
the previous picture—light anaesthesia, stimu- 
lation, enlarged pupils, rise in blood pressure, 
etc. 

Another reason for the rise in pulse rate 

may be the rapid administration of 1 pint of 
fluid (Viadril) during induction, owing to the 
Bainbridge reflex; but we do not think that 
this was the usual cause of the tachycardia 
that followed once our patients were stimu- 
lated, especially under light anaesthesia. 
Ie may also be that Viadril has a strong 
vagolytic action (like atropine) and this could 
account for the dilated pupil, the fast pulse, 
the absence of sweating, etc. 

Routine electrocardiograms done on a num- 
ber of patients, before and during operations, 
showed no significant changes, excepting for 2 
tachycardia in some cases. 

(4) Blood Pressure. During induction the 
blood pressure usually fell to a maximum of 
+ 90 mg. Hg systolic, after about 5 minutes. 
Hypotension sometimes also occurred during 
operation, especially when patients were given 
dosages of more than 1500 mg., but there was 
never cause for alarm as these patients always 
responded to intravenous injections of methox- 
amine (Vasoxyl) or methyl-amphetamine 
(Methedrine). 


6. MUSCULAR RELAXATION 


For most lower abdominal operations (appen- 
dices, hernias, etc.) we never used any relax- 
ants, and the surgeon got satisfactory operating 
conditions with the addition of nitrous oxide 
and oxygen only for maintenance. Where 
relaxants were necessary we found that we 
could reduce the amount required by one third 
to one half. 

As already mentioned, Viadril potentiates 
the action of analgesic drugs, and these should 
be used in minimum quantities, pre-opera- 
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tively, during maintenance of anaesthesia and 
post-operatively, in all cases where large 
dosages of Viadril have been administered. 
Viadril also acts synergistically with nitrous 
oxide during maintenance of anaesthesia. This 
observation enabled us to get the maximum 
use out of the weak anaesthetic properties of 
nitrous oxide, without causing hypoxia. In 
some geriatric cases we could give up to 33% 
oxygen and, in bad-risk cases, up to 50% 
oxygen during maintenance of anaesthesia, 
without any additional adjuvants, e.g. pethi- 
dine. 


SUMMARY AND CONCLUSION 


On the basis of our present knowledge we 
consider that the main indications for the use 
of this drug are as follows: 

1. Operations on the Head, Neck and Jaw. 
Examples include neurosurgical operations, 
fenestrations, fractured jaw bones and thyroi- 
dectomies. Here the obtundation of the pharyn- 
geal and laryngeal reflexes should be a distinct 
advantage. 

2. Operations on the Extremities. Viadril 
is the ideal anaesthetic for operations lasting 
more than one hour. 

3. Upper Abdominal Operations. Its em- 
ployment is reasonable if used with relaxant 
drugs. It is especially useful in cases of chronic 
bronchitis, emphysema and other chest com- 
plications. 

4. Lower Abdominal Operations. The relaxa- 
tion obtained is ideal The only disadvantage 
is that patients may not wake uo quickly after 
short operations, e.g. appendicectomies. 

5. Operations where barbiturates are contra- 
indicated especially porphyria, uraemia, severe 
liver damage, etc. 

6. Bad-Risk Patients. The therapeutic index 
of Viadril is 11.4. 

7. In cases where a cautery or diathermy is 
being used. 

8. Other Uses. . This drug has also been 
recommended for use in obstetrics, 79-2! as it 
does not pass the placental barrier in appre- 
ciable concentrations; epilepsy??; delirium 
tremens? 24, tetanus; psychiatry; and intra- 
thoracic operations.’ 

Used as a sole agent, Viadril is a powerful 
basal anaesthetic and it should prove a most 
useful drug to the anaesthetist, in operations 
lasting more than one hour where not much 
relaxation is required. Relaxation can, how- 
ever, be obtained very quickly by the addition 
of relaxant drugs. In our opinion, it is a much 
safer drug than thiopentone, and if a better 
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steroid could be developed in the near future, 
then we should be much nearer to the ideal 
anaesthetic. In our experience, its chief dis. 
advantage is the thrombophlebitis which some- 
times follows the administration of large dos. 
ages. 


OPSOMMING 


Viadril (hidroksidioon natrium) is ’n nuwe, binne. 
aarse, steroied narkose middel, wat afkomstig is van 
desoksikortikosteroon. Alhoewel die stof, wat struk. 
tuur betref, in verband staan met die steroied hor- 
mone, besit dit geen hormoon-aktiwiteite nie. 

Viadri! word toegedien in ’n infus van gedistil- 
leerde water, of natrium chloried en 5% dekstrose. 
Om komplikasies te verhoed moet die stof verdun 
word tot minstens ’n 0:5% oplossing, en toegedien 
word oor 'n periode van omtrent 10 minute. 

Hidroksidioon is ’n nuttige narkose middel vir 
operasies wat langer as ’n uur aanhou, en waar nie 
veel verslapping nodig is nie. 

Die twee grootste nadele in die gebruik van die 
stof, wat ons betref, is die tromboflebitis, en lang 
slaap wat somtyds volg na die toediening van groot 
dosisse. 


We would like to express our appreciation and 
thanks to the following: the surgeons for their 
patience in allowing us to try out new techniques, 
the junior anaesthetic staff for their active co-opera- 
tion and accurate follow-up of these cases; Dr. L. S. 
de Villiers, Head of the Department of Chemical 
Pathology, University of Pretoria, for blood estima- 
tions; the Director of Veterinary Services, Dr. R 
Alexander, for permission to work at Onderste- 
poort; Prof. R. Clark and Dr. J. M. M. Brown of 
the Department of Physiology and Pharmacology, 
University of Pretoria, Onderstepoort, for experi- 
mental work on dogs; and Dr. J. M. Combrinck, 
Senior Lecturer, Department of Medicine, University 
of Pretoria, for interpretation of the electrocardio- 


ams. 

We would also like to extend our grateful thanks 
to Pfizer Laboratories, South Africa (Pty.) Ltd., for 
their expert advice at all times, and for the liberal 
supplies of Viadril, which made this investigation 
a practical possibility. 

This project is sponsored by the C.S.I.R. 
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ESTERHUIZEN V. NICOL N.O. 


THE IMPORTANCE OF THE PATIENT'S CONSENT 


M. A. MILLNER, B.A., LL.B. (RAND), B.C.L. (Oxon.) 
University of the Witwatersrand, Johannesburg 


In the eyes of the law, a man’s person is in- 
violable. Save upon certain recognized grounds, 
it is not lawful to lay hands upon him without 
his consent. Since medical and surgical treat- 
ment often involve the use of force upon the 
patient and the causing of bodily injury to him, 
it is the patient’s consent alone which saves 
such treatment from being an actionable wrong 
against his person. Unauthorized surgery is, in 
law, simply an assault. 

This is not to say that consent is an infallible 
shield against legal proceedings. Where the 
conduct in question is of a criminal nature, for 
example, criminal abortion, not even the con- 
sent of the patient will relieve the surgeon of 
responsibility in criminal proceedings. In such 
proceedings society is protecting itself against 
an attack on its mores and no individual may, 
by his consent, render innocuous an act which 
is deemed socially injurious.* Civil proceedings, 
however, are reparative in nature and con- 


*In this connexion the purpose of the operation 
may be decisive. It was suggested by Denning, L.J., 
in an English case (Bravery v. Bravery (1954) 1 
W.L.R. 1169 (C.A.) at 1180) that, consent, not- 
withstanding, any operation is unlawful as being 
contrary to the public interest ‘when there is no 
just cause or excuse’ for it. His Lordship instanced 
sterilization done without medical or eugenic 
reasons, but the majority of the court dissociated 
themselves from this opinion. 


cerned with the injury to the individual and 
not with the wrong to society. In a civil action 
for damages, therefore, consent is a defence: a 
person will not ordinarily be heard to complain 
of conduct to which he willingly submitted in 
the full knowledge of its nature and conse- 
quences. This is, of course, the reason why 
hospitals habitually procure the written consent 
of their patients to undergo surgical operations, 
although it may be questioned whether the 
blanket consent so obtained is always as effec- 
tive as is commonly supposed 

As long then, as a patient is in a condition, 
in fact and in law, to decide for himself 
whether or not to undergo a proposed treat- 
ment or operation, it is not for his medical 
adviser, with the best will in the world, to take 
that decision upon himself. The patient him- 
self must consent. 

But consent is not a simple concept. What 
is required is a true consent and an apparent 
consent may be vitiated in various ways. In 
the first place, the patient may lack the legal 
capacity to consent—he may, for example, be 
a minor, or of unsound mind. In that event his 
consent is legally ineffectual. In the second place, 
he may consent without adequate knowledge 
of what it is that he is consenting to. Perhaps, 
without any negligence on his part, he has mis- 
apprehended what is to be done or the risks 
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entailed in it. In such cases, his consent may 
be illusory. ‘It must be clearly shown that 
the risk was known, that it was realized, and 
that it was voluntarily undertaken. Knowledge, 
appreciation, consent—these are the essential 
elements; but knowledge does not invariably 
apply appreciation, and both together are not 
necessarily equivalent to consent’ (per Innes, 
CJ. in Waring & Gillow Ltd. v. Sherborne, 
1904 T.S. 340 at 344). 

Four aspects of the requirement of consent 
are of particular importance to the medical 
profession. 

1. The consent must have been given in fact. 
The surgeon’s honest belief that it was given, 
however reasonably entertained, will not avail 
him if in fact the patient had not consented. 
Thus in a well-known South African case 
(Stoffberg v. Elliot, 1923 C.P.D. 148) the fact 
that the doctor was quite justified in assuming 
that in the ordinary course the patient's consent 
had been cel, though in point of fact it 
had not, was held to be insufficient to protect 
him from liability from what was, in law, an 
unlawful infringement of the patient’s right to 
personal security. 

In one important circumstance, however, the 
requirement of consent yields to other con- 
siderations. This is the case where medical or 
surgical treatment is essential to safeguard the 
patient's life or health, and the patient is not 
in a condition to be consulted, as where he is 
unconscious. This important qualification of 
the rule that the surgeon may not act without 
the patient's authority rests, in South African 
law, on a kind of agency of necessity known as 
negotiorum gestio which, in an emergency, 
justifies one man in taking reasonable action 
for the benefit of another without the latter’s 
authority. It presupposes, however, that the 
person for whose benefit the act is done is not 
able to be consulted. If he is, the protection 
afforded by this doctrine ceases. 

2. The operation or treatment is protected 
only in so far as it falls strictly within the 
limits of the consent given. Thus consent to a 
particular operation will not justify a further, 
unrelated or entirely different operation; and a 
surgeon who, in the course of an operation to 
which the patient has consented, discovers some 
further condition requiring surgical treatment, 
is not, in the absence of express or implied 
consent, justified in embarking upon the further 
operation, unless his failure to do so would 
imperil the life or health of the patient. In 
that event, as we have seen, the doctrine of 
negotiorum gestio would justify the surgeon in 
taking steps which could not reasonably be 
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postponed without endangering the patient's 
well-being. 

3. The patient’s consent presupposes that the 
doctor will act with the proper professional 
skill and competence. The possibility of the 
surgeon’s negligence is certainly not one of the 
risks contemplated by the patient and the 
latter’s consent will obviously not protect the 
surgeon from liability for injury attributable to 
his negligence. This was one of the grounds 
of decision of the recent case of Esterhuizen v. 
Nicol N.O., 1957 (3) S.A. 710. This was an 
action for damages for injuries sustained by a 
hospital patient as a result of radium treatment. 
After an elaborate examination of the evidence, 
the Court concluded that the radiologist ‘acted 
without ordinary or reasonable care in a 
number of respects, which, again as a matter 
of probability, either individually or conjunc- 
tively, contributed towards the dosage which 
exceeded the limit of skin or tissue tolerance 
. . . Plaintiff's misfortune was, in my opinion, 
not occasioned by chance, or by “an error of 
judgment in a matter of opinion”, but by 
actions on the part of the therapist which fell 
short of ordinary care and diligence.’ 

4. To be effective the consent obtained 
must be genuine in the sense of not being 
founded on ignorance or misapprehension of 
the relevant facts. In Esterhuizen’s case, quite 
apart from negligence, the Court found that 
the patient was entitled to succeed on the 
alternative ground that the treatment given 
constituted an unlawful assault upon her person 
in as much as she had never consented to it. 
This has reference to the distinction between 
a true and an illusory consent which was 
touched upon earlier. The finding of absence 
of consent was here not based upon an omis- 
sion to refer the matter to the patient, as in 
Stoffberg v. Elliot, but on the omission to 
acquaint the patient. with the serious risks 
involved in the treatment resolved upon by the 
therapist. 

Since risks of some kind and degree are in- 
herent in most forms of treatment, this ground 
of the decision in Esterhuizen’s case very closely 
touches the medical profession, who must be 
concerned to know the scope of the rule that 
failure to inform a patient of the risks inherent 
in a particular form of medical or surgical 
treatment may vitiate the patient's consent and 
expose the practitioner to a claim for damages. 
Because of the importance of this matter it is 
worthwhile to cite at length that portion of 
Mr. Justice Bekker’s judgment in Esterhuizen’s 
case which bears on this question. 
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THE JUDGMENT 


The judgment opens with a broad statement 
of the issues between the parties and the facts 
of the case: 

‘In the present action Plaintiff claims 
damages against Defendant in his capacity as 
the Administrator of the Transvaal Province, 
representing as such the Provincial Adminis- 
tration, under whose jurisdiction Public Hospi- 
uals in the province are vested by the provisions 
of Ordinance 19 of 1946, of which the Johan- 
nesburg General Hospital happens to be one. 

‘In her Declaration Plaintiff alleges that in 
or during October 1949, at the Johannesburg 
General Hospital, servants of the Defendant, 
acting in the scope and course of their employ- 
ment, wrongfully, unlawfully and intentionally 
assaulted her in that they subjected her to 
radium treatment which caused her serious 
injuries; she also introduces an alternative 
cause of action, it being alleged that these 
servants were unskilled or negligent in the 
application of that treatment and that Defend- 
ant is accordingly liable for the resultant 
injuries. The Defence to the claim based on 
the assault is one of consent. Defendant relies 
on an “implied consent” to the treatment, 

“in that her” (Plaintiff’s) ‘“ father, or alternatively 
her mother or alternatively both her father and her 
mother caused or permitted her to be admitted to 
the hospital . . . for the purpose of receiving such 
treatment as might by the medical practitioners 
working in the said hospital, be deemed necessary 
or proper for the purpose of curing, arresting or 
alleviating the disease from which Plaintiff was 
suffering or mitigating the consequences thereof and 
the implied consent of Plaintiff was given in that 
she entered the hospital for the said purpose and 
permitted the administration to her of such treat- 


‘In so far as the alternative cause of action 
is concerned, Defendant pleaded that his 
servants were neither unskilled nor negligent. 
I propose dealing immediately with the cause 
of action based on assault, and will thereafter 
consider the alternative claim. 

‘It is common cause that in 1945, when 
Plaintiff had reached the age of ten years, a 
small nodule showed itself immediately below 
the ankle of her right leg, which she then 
injured. As a result she experienced some dis- 
comfort, whereupon her father took her to 
interview Dr. G., a medical practitioner of 
Volksrust. He treated the injury, but also 
excised the nodule which he submitted for 
analysis to the South African Institute for 
Medical Research, where it was identified by 
Dr. M., a witness for Plaintiff, as a mani- 
festation of a disease known as Kaposi's hae- 
mangiosarcoma, something which I propose 
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referring to, for present purposes, as Kaposi’s 
disease, and which, in the words of Dr. M,, 

“is a malignant tumour or new growth which 
tends to occur on the extremities, the feet and the 
hands, and from there to spread centrally towards 
the trunk and other parts of the body. It originates 
in more than one centre at the same time; we there- 
fore call it multi-centric in origin. As the nodules 
of the disease grow, they eventually coalesce and 
form larger tumours which are destructive to the 
neighbouring tissues and lead to ulceration of the 
skin, destruction of the underlying tissues, infection 
and ultimately, if not checked in its progress, to 
death of the patient either by infection, some other 
incidental disease, haemorrhage or spreading of the 
disease to vital organs. It is a disease which is 
very intimately related to the blood vessels and the 
cells of which it is composed ... it is a slowly 
but relentlessly progressive disease . . . and the 
general consensus of opinion is that the average 
expectation of life of a patient is five to ten years, 
but cases of death occurring in a shorter period than 
a year have been recorded and others are on record 
in which the patient has survived for as long as 
forty years.” 

‘Needless to say, many other details and 
qualities of the disease were canvassed during 
the hearing of the case, but, for the moment, 
the aforegoing suffice. 

‘ Plaintiff's mother stated that Dr. G. then 
advised her (and it is reasonable to infer that 
her husband, who subsequently died in May 
1948 was similarly advised) that Plaintiff 
suffered from “ bloedkanker” and that as he 
was not equipped to treat Plaintiff, it was 
necessary for her to proceed to the Johannes- 
burg General Hospital for treatment. She was 
informed that the site where the nodule had 
been excised would receive X-ray treatment— 
“om daardie plekkie te laat brand”. She 
thought that if it was “bloedkanker, dan sou 
sy (Plaintiff) baie gou doodgaan”, and whilst 
not knowing anything about X-ray therapy, or 
dangers connected with such treatment, she 
was in complete agreement then that Plaintiff 
should proceed to the Johannesburg General 
Hospital. Her own state of mind was one of 
contentment to leave the actual treatment 
entirely in the discretion of the medical 
authorities. 

Plaintiff was accordingly taken by her father 
to the Johannesburg General Hospital in or 
about July 1945 and there received superficial 
X-ray treatment over the site of the excision 
and was then sent home. The X-ray machine 
used on this occasion for that purpose was 
referred to as the Chaoul Unit. Plaintiff experi- 
enced no pain or discomfort; a week or two 
later the skin peeled off over the site which 
had been treated and the wound healed com- 
pletely. Some three months later however, that 
is to say during or about October 1945, further 
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nodules appeared on her right leg, foot and 
toes, under the left foot, and on the dorsum 
of the right hand. Once more, accompanied 
by her father, she was taken to the same 
institution and there received superficial therapy 
treatment from the 8th to the 13th October, 
again by means of the Chaoul Unit, whereafter 
she was sent home without any ill effects. She 
was given instructions, however, to report back 
from time to time, but in any event to do so 
immediately on new or fresh nodules making 
their appearance. During the period 1945- 
1949 she reported back on about ten occasions 
—hbut received no treatment, from which I 
infer that treatment was not necessary. By 
October 1949, however, fresh nodules once 
more appeared on all Plaintiff's extremities. 
Her father and natural guardian had of course 
died previously. Her mother was then living 
with a second husband in, Swaziland, whilst 
Plaintiff resided with her grandfather at Volks- 
rust in order to enable her there to attend a 
school. When Plaintiff's mother was advised 
of the reappearance of these nodules, she in- 
structed the grandfather to remove Plaintiff to 
the Johannesburg General Hospital for treat- 
ment—and in so far as Plaintiff's mother was 
concerned once more to receive such treatment 
as might be deemed best by the Institution’s 
medical authorities. 

‘I should add however, that her state of 
mind was never known or communicated to the 
latter; the mother experienced no concern 
because—so it emerged from her evidence— 

“ Ek het geweet sy was nooit siek as daardie goed 
aan haar was nie, en as sy die behandeling gekry 
het, was sy ook nie siek nie, en ek was nie be- 
kommerd daaroor nie.” 

{Writer’s Note: The next 2 paragraphs show 
that the mother was misled by the earlier treatments.] 


‘She also expected that the treatment on this 
occasion would be the same as on the two 
previous occasions, and never thought or enter- 
tained any idea that it might carry any risk 
or danger to Plaintiff. 

‘I accept it as a fact that Plaintiff's mother 
did not realize that X-ray treatment might be 
dangerous; and I believe her when she says 
that she never anticipated any danger or pos- 
sible harm when she caused Plaintiff to be 
taken for further X-ray treatment on this 
occasion; indeed all she knew at this stage was 
that Plaintiff had been treated on two previous 
occasions without having suffered any harm or 
discomfort; nor did she know that X-ray treat- 
ment as such, might vary in technique—e.g. 
that a patient might receive superficial as 
opposed to deep therapy treatment—and I have 
no reason to doubt her evidence when she says 
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that she expected or believed that Plaintiff 
would receive the same treatment on this 
occasion as she had received on the two pre- 
vious occasions, even although she was content 
to leave the treatment to the discretion of the 
medical authorities of the Johannesburg 
General Hospital. 


“In October 1949 Plaintiff was admitted as a 
patient in that institution; shortly thereafter 
one of the nodules was surgically excised after 
an aunt of Plaintiff had duly signed and com- 
pleted a document consenting to operative 
treatment being carried out on Plaintiff (vide 
Exhibit 1 dated 20 October 1949). The nodule 
was once more examined by Dr. M. of the 
South African Institute for Medical Research, 
and it is common cause that Plaintiff was then 
still suffering from Kaposi’s disease. 

“At the hospital Dr. C. took charge of 
Plaintiff, ie. for purposes of administering 
X-ray treatment to her. At the time he had 
held the Diploma in Medical Radiotherapy 
(London University) for some six months, hav- 
ing qualified in April of that year; he had 
graduated as a doctor at the University of the 
Witwatersrand in 1942, and after doing fur- 
ther medical and surgical practice in various 
hospitals in the Union, proceeded to America 
in 1946, where he gained some therapy experi- 
ence—without graduating or obtaining any de- 
gree—at the Bellevue Hospital; he then atten- 
ded the London University, where he studied 
for the Diploma, which he obtained after 
some sixteen months. He stated in evidence 
that, having examined Plaintiff, he concluded 
that she required “radical” treatment; al- 
though aware of the fact that she had received 
superficial therapy treatment from a certain 
Dr. K. on two previous occasions, he decided 
—as, in his opinion, the disease was rapidly 
progressing, leaving Plaintiff with an estimated 
expectation of life of one year—that she re- 
quired not only deep therapy treatment, but 
of a dosage measured in “r” (roentgen) units 
which, it is common cause, could only be de- 
scribed as “radical.” (The details of the 
dosage, the technicalities, the treatment and 
technique employed as also the correctness or 
propriety of the estimates and decision of Dr. 
C., I propose discussing at a later stage.) 

‘For present purposes it suffices to state that 
he admitted that the dosage and manner of 
treatment which he worked out and decided 
to apply to Plaintiff was of such a nature or 
order that he knew beforehand that Plaintiff 
would : 

.i. Suffer severe irradiation of the tissues in 
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the treated areas and could possibly sustain 
ulceration of these tissues. 

ii. Become disfigured or deformed in the 
sense that permanent harm would be done to 
her epiphyses (growing bone ends) in the 
treated areas, causing a shortening of the limbs; 
furthermore that cosmetic changes would set 
in—a feature described by Dr. C., as “ perma- 
nent visible damage to the skin—a change in 
pigmentation—causing the skin to become 
lighter or darker or blotchy with light and 
dark patches; the skin might become drier and 
thinner, stopping sweating in the affected 
area. 

iii. Run a risk and be subjected to a possi- 
bility of having to suffer amputation of the 
treated limbs. 

‘These consequences and risks arising from 
the treatment and dosage worked out by Dr. 
C. were known only to himself and no-one 
else; Plaintiff's mother—as mentioned earlier 
on—had no knowledge of any danger and 
anticipated none. Plaintiff, who had been ad- 
mitted to a ward under the charge of a cer- 
tain Dr. A., enquired from him—before treat- 
ment was administered—what was going to 
happen to her, and was told “Moet nie 
‘worry’ nie.” She, a child aged fourteen years, 
certainly had no occasion to anticipate any 
danger. 

‘It is furthermore common cause that the 
dangers, if any, accompanying superficial 
therapy treatment such as Plaintiff received on 
the two earlier occasions by means of the 
Chaoul Unit were infinitely less than those 
attendant on the proposed or contemplated 
treatment and dosage, for which purpose the 
Maximar Unit was to be used. 

‘It is also common cause that there was 
ample time and opportunity on hand to have 
procured the consent of Plaintiff's guardian to 
the proposed treatment. Dr. C., the only per- 
son with knowledge of the danger and conse- 
quences which might or would ensue, was 
asked in cross-examination whether he did not 
think that he should have afforded the parents 
an opportunity to consider the situation—he 
replied : 

“Tt was my function to cure the disease if it was 
possible . . . I was fully aware that there would be 
cosmetic changes under any circumstances after 
radiotherapy. I did not consider it necessary to dis- 
cuss these details with the patient and I had never 
met the patient’s parents . . . it is not the usual 
procedure in the radiotherapy department to ask 
the parents to come” 
and then intimated that as it was not the prac- 
tice to obtain the parents’ permission or con- 
sent to the treatment, he gave the question no 
consideration. 
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{Writer’s Note: As will appear presently, this 
attitude failed to satisfy the requirements of the 
law regarding disclosure and consent.]} 

‘During the period Ist to and including the 
5th November 1949, Plaintiff received deep 
therapy treatment under the Maximar Unit, in 
accordance with the technique and the dosage 
evolved by Dr. C. Her two feet and legs 
were treated up to approximately the knees 
whilst both hands were treated up to the wrists. 

“Ten days after the end of the treatment 
Plaintiff noticed blisters forming on the treated 
areas and experienced a burning sensation. Her 
condition became worse and, according to her 
mother, who had in the meantime been sum- 
moned by Plaintiff's aunt, a foul stench hung 
about Plaintiff's bed. Constant efforts were of 
course made in the Hospital to effect a cure, 
but these were not successful. In any event 
on 31 December 1949 Plaintiff, at the request 
of her mother, was transferred to the Volks- 
rust Hospital; later to the Piet Retief Hos- 
pital and finally was readmitted to the Johan- 
nesburg General Hospital, where on 17 May 
1950 her right leg was amputated just below 
the knee. This was followed by a similar 
amputation of the left leg, necessitated by post- 
radiation malignant ulcers, and an additional 
amputation of portion of the stump of the 
right leg. In 1954 two fingers of the left 
hand were amputated for the same reason, 
and the evidence is abundantly clear that it 
will be necessary to amputate the whole of the 
left hand. In August 1955 the right hand 
was amputated at the wrist, resulting in Plain- 
tiff now being minus legs, a right hand and 
faced with the certain prospect of having to 
lose her left hand—which in any event is 
presently useless. 

“Dr. M., a specialist pathologist who it is 
common cause is an expert in his own sphere 
of the highest standing and order, examined 
the amputated legs, and whilst finding no evi- 
dence or trace of Kaposi’s disease in these 
sections, expressed the opinion that the con- 
dition of the leg followed on and was due 
to radiation treatment which she had received 
for the disease. At a later stage in his evi- 
dence he said that the immediate cause of the 
condition of the legs was radiation reaction 
and necrosis (death of tissues)—and it is not 
disputed that this condition necessitated the 
eventual amputation of the limbs. Indeed, the 
evidence satisfies me that Plaintiff sustained 
the loss of these limbs directly as a result of 
the X-ray treatment, and the dosage which was 
applied to her in an endeavour to cure her 
of the disease. I should perhaps add that it 
is quite clear that she is not “cured” in the 
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ordinary sense of the word. The evidence 
shows that as the disease is multi-centric in 
origin it may re-occur at any moment in Plain- 
tiff, notwithstanding the fact that she has lost 
her limbs. Dr. M. stated that whilst there is 
a reasonable prospect that the disease will not 
re-occur, he cannot say, nor is he prepared to 
say, that Plaintiff has been permanently cured 
of the disease. I accept this opinion without 
hesitation. 

{Writer’s Note: From this point the court pro- 
ceeds to consider and apply the law applicable to 
the foregoing facts.]} 

‘I have endeavoured to relate the more 
salient features on which Plaintiff advanced 
her claim for damages based on an alleged 
assault, and I must now consider whether 
Defendant is liable. 

“ Watermeyer, J., in the matter of Stoffberg 
v. Elliot, 1923 C.P.D. 148, directed a jury as 
follows : 

“In the eyes of the law every person has certain 
absolute rights which the law protects. They are 
not dependent on statute or upon contract, but they 
are rights to be respected, and one of the rights is 
absolute security to the person. ... Any bodily 
interference with or restraint of a man’s person 
which is not justified in law, or excused in law 
or consented to, is a wrong and for that wrong 
the person whose body has been interfered with has 
a right to claim such damages as he can prove he 
has suffered owing to that interference.” 

‘In this Division Millin, J., in Ex Parte 
Dixie (1950 (4) S.A. 748 (W) at p. 751) held 
with reference to a surgical operation, that, 
as a matter of law, 

“such an operation cannot lawfully be performed 
without the consent of the patient, or, if he is not 
competent to give it, that of some person in 
authority over his person. The fact that he is a 
patient in this hospital does not entitle those in 
charge of it to perform any surgical operation upon 
him which they may consider beneficial. They 
would only be justified in performing a major 
operation without consent where the operation is 
urgently necessary and cannot with due regard to 
the patient's interests be delayed.’ 

‘In the light of these decisions, and as it is 
common cause that there was not that degree 
of urgency present in Plaintiff's case which 
would have justified the treatment even without 
consent, the sole question to be answered is 
whether it has been shown that the treatment 
to which Plaintiff was subjected in November 
1949 took place without lawful consent—a 
matter which, in my view, gives rise in itself 
to yet a further question, viz. what constitutes 
consent. 

‘On behalf of Defendant Mr. Colman con- 
tended that it has not been shown by Plaintiff 
that the treatment took place without such con- 
sent, and whilst considerable argument was 
advanced on the question as to where the onus 
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rested of proving consent, or absence of con- 
sent, I shall assume, without deciding however, 
that the onus lay on Plaintiff to prove absence 
of consent. 


“The contention proceeded on the following 
lines: Dr. G. of Volksrust informed the 
parents that “ X-ray treatment” at the Johan- 
nesburg General Hospital was essential; it was 
proved that the mother at the time thought 
that unless Plaintiff received such treatment, 
death would ensue within a short length of 
time; and it was reasonable to accept that the 
father of Plaintiff must have shared in that 
state of mind. The mother, originally and also 
in 1949 at a time when she was Plaintiff's 
legal guardian, was content to leave the choice 
and manner of treatment to the medical 
authorities at the hospital—and although there 
was no express consent to the treatment, these 
circumstances coupled with the fact that the 
father originally, and the grandfather in 
October 1949, at the request of the mother, 
brought Plaintiff to the institution for the very 
purpose of receiving X-ray treatment, consti- 
tuted proof of lawful consent to the treatment 
which Plaintiff in fact received in November 
1949. It was conceded that neither the guar- 
dian nor the patient was aware of any possible 
danger or risk attaching to the treatment—a 
feature, so the argument proceeded, entirely 
irrelevant and of no consequence to the deter- 
mination of Defendant's liability. The facts 
show, so it was contended, that Plaintiff's 
guardian, if not originally, then certainly in 
1949, in effect stated to the Defendant's ser- 
vants: “Do what you think best—preserve 
life regardless of consequences,” which was 
consent wide enough to cover the treatment 
meted out to Plaintiff and which negatived any 
idea of an unlawful assault on her. 


‘I am not prepared to uphold this conten- 
tion. In the first instance it is clear that 

“it is usual to include in the defence volenti non 
fit injuria or as I call it for convenience, consent 
—cases of voluntary acceptance of risk as well as 
cases of permission to inflict intentional assaults 
upon oneself, as in the case of surgical operations.” 
(per Schreiner, J.A., in Lampert v. Hefer, 1955 
(2) S.A. 507 (A.D.) at p. 508). 

“Generally speaking, all the numerous 
authorities without exception, indicate, that to 
establish the defence of volenti non fit injuria 
the plaintiff must be shown not only to have 
perceived the danger, for this alone would not 
be sufficient, but also that he fully appreciated 
it and consented to incur it. Furthermore, in 


the matter of Rompel v. Botha (Transvaal Pro- 
vincial Division, 15 April 1953—unreported) 
Neser, J., held: 
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“There is no doubt that a surgeon who intends 
operating on a patient must obtain the consent of 
the patient. In such cases where it is frequently a 
matter of life and death I do not intend to express 
any opinion as to whether it is the surgeon’s duty 
to point out to the patient all the possible injuries 
which might result from the operation, but in a 
case of this nature, which may have serious results 
to which I have referred, in order to effect a pos- 
sible cure for a neurotic condition, I have no doubt 
that a patient should be informed of the serious 
risks he does run. If such dangers are not pointed 
out to him then, in my opinion, the consent to the 
treatment is not in reality consent—it is consent 
without knowledge of the possible injuries. On 
the evidence Defendant did not notify Plaintiff of 
the possible dangers, and even if Plaintiff did con- 
sent to shock treatment he consented without know- 
ledge of injuries which might be caused to him. 
I tind accordingly that Plaintiff did not consent to 
the shock treatment.” 

“T have seen fit to quote extensively from 
the judgment of Neser, J., because this appears 
to be the only authority dealing specifically 
with the point in issue. Support for the view 
that assent without knowledge of the dangers 
involved, is not in reality consent, is further 
to be found in American Restatement of the 
Luw (Volume 1, Chapter 3, paragraph 59) in 
the sense that 

“if the person whose interest is invaded is at 
the time by reason of his youth or detective mental 
condition incapable of understanding or appreciating 
the consequences of the invasion—” 

(and I would add—‘“or any person in fact 
shown to be ignorant thereof ”)— 

“the assent of such a person to the invasion is not 
effective as a consent thereto.” 

‘Indeed if it is to be said that a person 
consented to bodily harm or to run the risk 
of such harm, then it presupposes, so it seems 
to me knowledge of that harm or risk; accord- 
ingly mere consent to undergo X-ray treatment, 
in the belief that it is harmless or being un- 
aware of the risks it carries, cannot in my view 
amount to effective consent to undergo the risk 
or the consequent harm. 

{Writer’s Note: But not necessarily ‘all the con- 
sequences, the dangers and the details of the risks’ 
—see the italicized portion of the judgment below.] 

‘Turning now to a consideration of the facts 
the following are, in my opinion, relevant: 

‘The two X-ray treatments which Plaintiff 
received in 1945 left her completely unscathed. 
These, it is known, were superficial treatments 
under the Chaoul Unit. Plaintiff's mother, act- 
ing in the belief that she would be similarly 
treated in October 1949, admittedly caused her 
to be sent to the hospital, and although con- 
tent to leave the choice of and the actual treat- 
ment to Defendant's servants, was unaware of 
any risk or danger attaching thereto, or in con- 
nection with the use of the X-ray machine. 
On the contrary, she expected the same results 
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as emerged from the two previous treatments. 

{Writer’s Note: Again emphasizing that she was 
misled.} 

“On the other hand, the Hospital authorities 
knew that Plaintiff had been treated on pre- 
vious occasions with the Chauol Unit—which 
in itself was infinitely less dangerous than deep 
therapy treatment under the Maximar Unit; 
Dr. C. realized that Plaintiff would suffer 
serious consequences and be subjected to risks, 
not by virtue of X-ray treatment as such, but 
rather because of the dosage he had decided 
upon and the technique he intended employ- 
ing in administering that dosage to Plaintiff. 
He realized too, that this was essentially a 
different form of treatment than that which 
Plaintiff had previously received—and a form 
of treatment with its attendant dangers and 
risks, of which he and he alone, for the reason 
mentioned, was aware. The question of dis- 
cussing the situation or obtaining the consent 
of the guardian was not present to his mind, 
as it was not the practice to do so. 

‘Nor could it even be pretended by anyone 
that this happened to be the case suggested 
by Defendant’s Counsel during argument, viz. 
“ Cure—regardless of consequences.” Even if 
that had been the guardian’s frame of mind— 
which it was not—it was never disclosed to 
any of Defendant’s servants. All they knew 
was that Plaintiff, a patient suffering from 
Kaposi’s disease, was admitted to the institu- 
tion for further X-ray treatment—a fact which 
did not, especially in view of the type and 
nature of the two previous treatments, imply 
the necessary consent to subject her to a dosage 
and form of X-ray treatment which differed 
from the former, and which had known and 
serious consequences and possible risks. 

‘I would in this regard respectfully associate 
myself with the remarks of Watermeyer, J., 
in Stoffberg v. Elliot, supra at p. 149, viz. 

“|. . A man by entering a hospital does not 
submit himself to such surgical treatment as the 
doctors in attendance upon him might think neces- 
sary; .. . by going into hospital he does not waive 
or give up his right of absolute security of the 
person ... he still has the right to say what opera- 
tion he will submit to, and unless his consent to 
an operation is expressly obtained, any operation 
performed upon him without his consent is an 
unlawful interference with his right of security and 
control of his own body. . . .” 

‘With reference to a contention advanced 
on behalf of the Defendant that the hospital 
authorities were entitled to assume consent, 
because Plaintiff had been previously treated, 
it must be emphasized that the 1949: treatment 
was vastly different in form, substance and 
more dangerous than the earlier treatments. 
In this connection 
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“it is not sufficient to protect the actor, that the 
invasion is of the same general sort as that assented 
to... an assent to a particular operation does 
not permit a surgeon to perform another operation 
no matter how necessary to the other’s cure.” (Cf. 
American Restatement of the Law (supra), pata- 
graph 54, p. 104.) 

‘In all the circumstances I have come to 
the conclusion even assuming that Plaintiff is 
burdened with the onus of proving absence of 
consent, that that onus has been discharged 
and that Defendant is liable to Plaintiff for 
the damage she sustained as a result of an 
unlawful assault committed on her by his ser- 
vants. 

{Writer's Note: It will be observed that the 
difficulty raised by Counsel for the Defendant in 
the following passage elicits a guarded reply from 
the Court. The italitized paragraph contains the 
heart of the judgment on this issue.]} 

‘Mr. Colman, however, suggested that it 
would render the position of surgeons, thera- 
pists, dentists—indeed the whole of the medi- 
cal profession—intolerable if it were to be held 
that they owed a duty to patients of having 
to inform them, prior to any operation or treat- 
ment, of all the consequences, the dangers and 
the details of the risks, accompanying the 
operation or treatment, and reference was made 
to certain observations of Denning, L.J., in 
Hatcher Vv. Black & Others (Q.B. 30 June 1954 
—apparently unreported). 

‘I do not pretend to lay down any such 
general rule; but it seems to me, and this is 
as far as I need go for purposes of a decision 
in the present case, that a therapist, not called 
upon to act in an emergency involving a matter 
of life or death, who decides to administer a 
dosage of such an order and to employ a par- 
ticular technique for that purpose, which he 
knows beforehand will cause disfigurement, 
cosmetic changes and result in severe irradia- 
tion of the tissues to an extent that the posst- 
bility of necrosis and a risk of amputation of 
the limbs cannot be excluded, must explain the 
situation and resultant dangers to the patient— 
no matter how laudable his motives might be 
—and should he act without having done so 
and without having secured the patient’s con- 
sent, he does so at his own peril. (Italics 
inserted.) 

“With reference to the remark of Schreiner, 
].A., supra, appearing in the case of Lamper v. 
Hefer, Mr. Colman said that the problem in 
that case was not the problem in the present 
matter. He contended that in a case where a 
patient in his sound and sober senses gave his 
permission to a surgical operation or “ consent 
proper,” as Counsel termed it, there was no 
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need that the patient should in addition be 
informed or be aware of any attendant dangers 
or risks. It was competent for the patient, so 
the argument proceeded, to enter into an agree- 
ment with the surgeon, whereby the former 
waived his right to sue for an assault and latter 
“ contracted out ” of any liability for an assault. 
In such a case, Counsel said, in the light of 
which the observation of Schreiner, J.A., should 
be viewed and to which it could never apply, 
there simply is no need nor any reason to 
commend itself to one, why the patient should 
in addition be made aware of the dangers in 
order to furnish an “ effective” consent. Mr. 
Colman contended that the situation was much 
the same as the airways passenger on whose 
ticket it was stated that the airline would not 
be responsible for loss or injury occurring to 
the passenger during the flight—and of course 
who was never informed and in fact was un- 
aware of all the risks which he entertained 
during the flight. Accordingly, so Counsel 
said, the remarks of Schreiner, J.A., are to be 
limited to cases purely of the “ voluntary 
assumption of risk ” type and do not deal with 
the present situation where there was “con- 
sent proper” to the reception of X-ray treat- 
ment. It would be absurd, so it was said, to 
allow a Plaintiff to succeed in an action against 
a therapist who had taken the precaution of 
arming himself with a document signed by 
Plaintiff, reading e.g. as follows: 

“JT present myself, a sufferer from Kaposi's 
disease, for X-ray treatment. I am unaware of any 
dangers connected with the treatment, but I leave 
the treatment entirely to your discretion "— 
yet, said Counsel, such a document would pre- 
sumably not suffice to protect the therapist in 
an action based on an assault, because he had 
not explained the dangers of his proposed treat- 
ment to Plaintiff. 


‘The facts before me are, however, different. 
Not only were Defendant's servants in fact 
unaware of Plaintiff's mother’s contentment to 
leave the treatment to their discretion, but if 
they had enquired they would have ascertained, 
not only that she was completely unaware of 
any risks connected with X-ray treatment, but 
that she, on the contrary, because of what had 
happened in the past, believed that Plaintiff 
would receive the same treatment as on pre- 
vious occasions, which caused no harm to her 
daughter at all, and for which reason she 
assumed it was safe. 

{Writer's Note: Once again stressing that she 
was misled.]} 

‘With reference to the decision of Neser, J.. 
in Botha Vv. Rompel, supra, it was suggested 
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that the case was wrongly decided. I am far 
from satisfied that the suggestion is correct; on 
the contrary I would respectfully associate my- 
self with the views and remarks of Neser, J. 


‘It was next suggested that that decision 
could be distinguished on the facts. In that 
case it was not a question of “life or death,” 
whereas, so Counsel said, in the present case 
it was; Plaintiff only had one year to live, 
according to Dr. C. The answer, however, is 
that it is common cause that there was suff- 
cient time to have obtained the consent of 
Plaintiff's guardian if that had been thought 
desirable or necessary. It was further sought 
to distinguish the facts on the basis that in 
that case there was no “consent proper,” 
whereas in the present there was—a matter 
with which I have dealt. 

‘There remains for consideration on this 
branch of the inquiry a final submission made 
by Mr. Colman. He said that an assault is 
only actionable if there was a wrongful intent 
or “dolus” present to the aggressor, and I was 
referred to Melius de Villiers on Injuries (pp. 
26-27) and various other authorities. On the 
facts, so the argument proceeded, there was no 
“dolus” proved as Dr. C., in administering 
the treatment to Plaintiff, did so with the 
laudable motive of endeavouring to cure her. 
In my view, however, intent and motive are 
different concepts, and the fact that the motive 
for an assault might be laudable does not nega- 
tive the fact that the intention to assault or 
the assault itself might nevertheless be wrong- 
ful. On the facts before me he had no right 
to subject Plaintiff to the particular treatment 
without her consent. That he intended doing 
just that is, of course, common cause, and the 
contention that there was no “wrongful in- 
tent” must accordingly fail. 

‘In the nett result I have come to the con- 
clusion that Defendant is to be held liable in 
damages for an assault committed on Plaintiff.’ 

{Writer’s Note: The Court then went on to deal 
with the alternative cause of action based on negli- 


gence, on which ground, too, it found for the 
Plaintiff.] 


CONCLUSIONS 


Although some of the implications of this 
judgment may be disturbing to the medical 
profession, it will be observed that the Court 
guarded itself against generalizations. The 
case does not appear to go beyond holding 
that a doctor who proposes to embark upon 
treatment which he knows will have certain 
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definite consequences and give rise to certain 
serious risks is bound to disclose such conse- 
quences and serious risks to the patient. 


It is important to observe what the case does 
not say. In the first place, Esterhuizen’s case 
does not say that a man can never entrust the 
decision as to what treatment is to be adopted 
entirely to his medical adviser. In this par- 
ticular case, the suggestion that the patient's 
parents were content to leave the treatment 
entirely to the doctor’s discretion was negatived 
by the facts. The two previous X-ray treat- 
ments had been superficial and had left the 
patient completely unscathed and it was only 
natural that her mother, unless informed to the 
contrary, should expect the same result from 
the final treatment. The evidence showed 
‘not only that she was completely unaware of 
any risks connected with X-ray treatment, but 
that she, on the contrary, because of what had 
happened in the past, believed that Plaintiff 
would receive the same treatment as on pre- 
vious occasions, which caused no harm to her 
daughter at all, and for which reason she 
assumed it was safe’. In plain fact, there were 
circumstances present which caused her to be 
positively misled. 

In the second place, the learned judge repu- 
diated the suggestion that he was laying down 
any general rule that doctors 

“owed a duty to patients of having to inform 
them, prior to any operational treatment, of all the 
consequences, the dangers, and the details of the 
risks, accompanying the operation or treatment ’. 

As is indicated by the portion of the judg- 
ment which is italicized, the case does not go 
further than to hold that a doctor who pro- 
poses to embark upon a treatment which he 
knows will have certain definite consequences 
and give rise to certain serious risks is bound 
to disclose such consequences and serious risks 
to the patient. Elsewhere in his judgment, 
Bekker, J., remarks: 

‘I do not suggest that he is required to go into 
the technicalities of the matter, but the patient is 
entitled, in my opinion, to at least as much infor- 
mation as will enable him to become reasonably 
acquainted with the situation and to assist him in 
electing whether he is prepared to accept the atten- 
dant risks or not’. 

The patient must, in short, be given such 
information as will enable him to make an 
intelligent choice; and the very understandable 
reluctance of a doctor to expose his patient 
to fears and anxieties cannot ordinarily over- 
ride the need for him to deal honestly with 
the patient as to the necessity for and nature 
of the treatment proposed. But it is enough 
to acquaint the patient with these matters in 
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general terms. Thirty years ago, in a case 
which was not cited in Esterhuizen’s case 
(Lymbery v. Jefferies, 1925 A.D. 236) the 
Appellate Division declared that 


“all the surgeon is called upon to do is to give 
some general idea of the consequences. There is 
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no necessity to point out meticulously all the com. 
plications which may arise ’. 

This extremely restrained statement of the 
surgeon’s duty ought to do much to allay in 
medical circles any undue anxiety which Ester. 
huizen’s case may have induced. 


THE PATIENT’S CONSENT—ITS LEGAL EFFECTS* 


The presence of a number of lawyers this 
evening, gives rise to some difficulty. I say 
that because there are two possible approaches 
to the subject which I am here to discuss, and 
they cannot easily be combined. 

The medical practitioners who have taken 
the trouble to come here will, I take it, be 
interested to know the state of the law as it 
is (or as I think it is), and to hear how, in my 
view, they can best protect themselves against 
a certain type of legal attack by disgruntled 
patients. They would not be interested in the 
legal technicalities and subtleties with which 
the subject is bound up. 

The lawyers, on the other hand, would no 
doubt enjoy a careful analysis of the relevant 
legal problems and a full discussion of the 
many jurisprudential difficulties that arise. 

I cannot please both sections of this 
audience; and as the original request for this 
talk came from the Radiological Society, I 
think I am justified in taking the easier line, 
and addressing myself to the medical men who 
are here. In so doing, I shall have little to 
offer to the lawyers. But they will serve a 
useful function, I am sure, by rising after I 
sit down to correct any mistakes which I may 
make. 

Addressing myself, then, to the medical men 
in my audience, I begin by pointing out that 
the problem with which I am concerned arises 
directly out of the nature of your profession. 

Your profession, like ours, is a very difficult 
one. Working, as we do, with human material, 
we have to cope every day with problems of 
a kind which do not arise in the profession 
of an architect or an engineer, for example. 
This is because the human mind and the 
human body are so complicated, and because 
our working instrument is a body of know- 
ledge which grows and changes from day to 
day and from year to year. What seems right 
to-day may turn out next year to have been 


*An address delivered on 29 October 1957 to 
the Radiological Society of Southern Africa (Trans- 
vaal Branch) and the South African Medico-Legal 
Society by Mr. George Colman, an Advocate of the 
Supreme Court of South Africa. 


completely wrong. But we may not wait till 
next year; we must act to-day. Thus we must 
take risks, not unnecessary risks—but necessary 
and calculated risks. The doctor or the lawyer 
who is too faint hearted to take risks may 
never be caught making an overt mistake, but 
he is a bad lawyer or a bad doctor. His 
patient, who may have been cured, will some- 
times continue to suffer; his client may be 
denied redress which could have been ob- 
tained for him through the Courts. 

We are trained to accept the responsibility 
for determining and sometimes taking these 
risks. It is a burden we have to shoulder. 

But in your profession there is an additional 
hazard which has assumed growing importance 
in recent years. I refer to the possibility of 
an action for damages by some unlucky or 
dissatisfied patient. 

Such actions are usually based on allegations 
of negligence, and I think you will agree with 
me that it is socially necessary that an action 
of that kind should lie, even against a member 
of your hard-worked profession. Negligence 
may be defined as ‘a failure to exercise reason- 
able skill and care’; I stress the word ‘ reason- 
able’. You are not required, in order to avoid 
being held liable in damages, to exhibit the 
highest possible degree of skill and care, but 
merely such a reasonable standard of skill and 
care could be expected of a practitioner in 
your branch and of your standing. If a doctor 
falls short of this standard and his patient 
suffers damage in consequence thereof, it is 
proper that the Courts should order him to 
compensate the patient, just as it awards com- 
pensation against the negligent bus driver who 
injures his passenger. 

With all this you are familiar. And you 
accept the position calmly, fortified, no doubt, 
by the thought of the insurance policy which 
lies in the safe of every wise medical prac- 
titioner. What I am here to discuss is a some- 
what different, and somewhat more disturbing 
matter. 

Certain recent legal decisions in the Trans- 
vaal have introduced, as I read them, a new 
hazard into the professional life of each and 
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every one of you. It seems to me that even 
when you are not negligent and even when 
you have done nothing more than that which 
you consider to be your duty, you may, in 
certain cases, be held liable on the basis of 
the wrong which the law calls ‘assault’. This 
danger arises out of two Transvaal cases 
decided during recent years. They are Ester- 
huizen v. The Administrator of the Transvaal, 
1957 (3) S.A.L.R. 710 and Rompel v. Botha, 
TP.D. 15 April 1953. The first of these was 
an action against a public hospital based on 
the conduct of a radiologist, and the other was 
an action against a psychiatrist who had 
treated a private patient. 

These cases, as I interpret them, establish 
a situation which has no parallel in the case 
law of England or any other part of the Com- 
monwealth. My researches into the decided 
cases of the United States of America have not 
been complete. But in pursuing those re- 
searches as far as I could, I have not come 
across any case similar to the two Transvaal 
cases I have mentioned. It would appear, 
indeed, that no plaintiff has ever been bold 
enough, outside the Transvaal, to put forward 
a claim for damages on the unusual grounds in- 
voked by the plaintiffs in the two Transvaal 
cases. For that there may or may not be good 
reasons. 

I shall tell you presently what happened in 
the two Transvaal cases, and what was decided. 
But before I do so, and in order that you may 
understand the cases, I must say something 
about the legal wrong which is called ‘assault’. 

For our present purpose you may take it 
that assault consists in 
‘the intentional application of force to the person 
of another without legal justification ’. 

In all civilized countries such conduct is 
regarded as a criminal wrong, punishable by 
the Courts, and as a civil wrong supporting 
a claim for damages. 

You will realize at once that the personal 
safety of the individual rests upon the exist- 
ence of such legal rules. 

The definition I have given you is (apart 
from its final qualification) not difficult to 
understand. If I deliberately strike you on the 
jaw, that is an intentional application by me 
of force to your person, and unless there were 
some legal justification for my act, I would be 
obliged to compensate you for the damages 
suffered by you. It is easy to see, too, that 
such acts may, upon occasion, be justified. The 
two simplest examples of justification would 
be firstly, if the blow was struck as a reason- 
able measure of self-defence; secondly, no 
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wrong would be committed if you had con- 
sented to being struck in this manner; that is 
why a boxer who goes into the ring to attack 
his opponent has an answer to a claim for 
damages. 

If you think about the definition I have 
given you, it will occur to you that many of 
the things which you do to your patients con- 
stitute intentional applications of force to their 
persons. If you are a surgeon and you insert 
a knife in the body of your patient, that is an 
intentional application of force to his person. 
If any one of you inserts a hypodermic needle 
into the body of a patient, that is an inten- 
tional application of force to his person. If 
you are a psychiatrist and you administer 
shock treatment, you are intentionally apply- 
ing force, and I have no doubt that this applies 
also to the act of a radiotherapist who ad- 
ministers radiological treatment. I do not 
know whether, in the language of physics, 
X-rays constitute a ‘force’; but in law, within 
the context of the definition of assault, the 
application of radiotherapy is clearly an appli- 
cation of force to the body of the patient. 

It follows that all these acts, and others 
which you may think of, constitute assaults 
unless they are committed in circumstances 
which are legally justified. Let me say at 
once that the mere fact that such an act is 
carried out by a medical practitioner with the 
very best of motives does not, of itself, amount 
to legal justification. You have no right to 
amputate my leg if I object to having it am- 
putated, however unwise my objection may be. 
Nor, generally speaking, may you do this to 
me without my consent (even though I have 
not objected). The exception which I have in 
mind is the case of a true emergency, where 
delay will endanger the patient’s life or health 
and there is no opportunity to obtain his 
consent in time. I should add also that when 
the patient is a minor (by which I mean an 
unmarried person under the age of 21 years) 
the consent which is required is the consent 
of his guardian—who is usually his father. 

There is nothing new and (I suggest) noth- 
ing disturbing about this. It is the law of 
England and of the United States, and it has 
been the law of South Africa for many years. 
A striking example is the case of Stoffberg v. 
Elliott, which was heard in the Cape Province 
in the year 1923. The plaintiff was a hospital 
patient. For what purpose he had been ad- 
mitted to hospital is not clear from the report, 
but it appears that he was in the operating 
theatre for some purpose and that it then 
became apparent to his surgeon that it was 
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vitally necessary to perform a serious amputa- 
tion upon him. The amputation was per- 
formed. To this operation his consent had 
not been obtained, and on that ground the 
patient sued the surgeon for damages. A 
distinguished Judge instructed the jury which 
was trying the case that, necessary though the 
amputation may have been, it was a legal 
wrong because no consent had been obtained. 
The only question was whether damage had 
been suffered. The jury found that no damage 
had been suffered (presumably because the 
patient’s life had been saved) and no damages 
were awarded against the surgeon. But the 
surgeon had committed an assault and if 
damage had been suffered, he would have been 
liable. 

These are the general principles of our law 
of assault and it will be clear to you that the 
reason why you are not facing actions for 
damages for assault every year of your lives 
is that you are in the habit of obtaining the 
consent of your patients before applying force 
to their bodies. 

If you are a surgeon or an anaesthetist, your 
patient signs a document in which he consents 
to an operation and (usually) states that he 
leaves the nature and extent of the operation 
within the discretion of the surgeon. Other 
practitioners, as far as I know, are not in the 
habit of obtaining signed consents. But in law 
a consent by word of mouth, or even by con- 
duct, is just as effective, once it is proved to 
have been given, as a signed consent. When 
I use the expression ‘consent by conduct’ I 
refer to conduct on the part of the patient 
from which it appears clearly that he is sub- 
mitting himself to the procedure which his 
doctor is proposing to apply. Such consent is 
given when the patient bares his arm to the 
hypodermic needle or seats himself in front 
of the applicator of an X-ray machine. 

So far, so good. But I come now to the 
two Transvaal cases which have introduced 
into our law the disturbing concept that the 
consent of a patient is no answer to a claim 
for damages unless he knew and appreciated 
all the risks (or possibly I should say all the 
substantial risks) attendant upon the procedure 
to be carried out on him. 

If that is the law (and at present it seems 
to be the law of the Transvaal) it is a serious 
matter for your profession. There are risks 
attendant upon almost every medical proce- 
dure; sometimes they are great risks and some- 
times they are small. Sometimes they are 
remote, and sometimes they are very near and 
very real. Very frequently you are aware that 
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you are taking a serious risk, but are satisfied 
that it is your duty, in the interests of your 
patient, to take it. 

I have no doubt that very frequently you 
explain to your patient, in general terms, the 
nature of the risks which are to be faced. But 
it is seldom possible to explain all the risks, 
or even all the substantial risks. It is often 
undesirable to do so, and it is sometimes 
dangerous to do so. When your patient js 
uneducated (the case of a Native patient may 
be a striking example) and the risk is of a 
technical nature, effective explanation must 
often be impossible. 


The Courts in England have held that it is 
for the practitioner to decide whether or not 
to disclose to his patient any risk which may 
be attendant upon an operation or other pro- 
cedure. This has arisen, not in any case based 
on an allegation of assault, but in cases based 
on negligence, and the learned Judges have 
said that it is not negligent if a medical prac- 
titioner, in good faith and on proper grounds, 
withholds from his patient information about 
the risks he is about to undergo. In one 
striking case, the doctor actually lied to his 
patient, stating that there was no risk although 
he knew that risk was present. He told the 
Court that he had done this because, in his 
judgment, the interests of the patient required 
it. The Court refused to hold that he had 
acted improperly. 

Our own Courts, as I am now about to show 
you, have taken a different line. Their view 
is that a patient has a right to know the risks 
he is about to run, and that if he does not 
know and understand them, his consent to a 
medical procedure has no legal effect, so that 
the medical practitioner who treats him will 
be liable in damages if damages are suffered. 

I must now give you the facts of the cases 
in which this has been laid down. When you 
hear those facts, you may think that they are 
rather special facts, and that they are dis- 
similar from anything which is likely to arise 
in your practice. But you must remember 
that in our law it is the principle underlying 
a decision which is of importance in relation 
to future cases, and you will see that the prin- 
ciple which was invoked is one which can be 
of wide application. 

Esterhuizen’s case was a case where the 
patient was a minor, so that the consent 
required was the consent of her guardian. The 
mother was the guardian because the father 
had died before the time of the treatment upon 
which the plaintiff's claim was based. 
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The patient had, at the time of the treat- 
ment, been a 14-year-old girl who was suffer- 
ing from Kaposi’s haemangiosarcoma. For the 
benefit of the lawyers present, I pause to say 
that this is a rare but extremely dangerous 
condition. Some 4 years earlier, the girl had 
come with her father, who was then alive, to 
the Johannesburg hospital, exhibiting symp- 
toms of the disease. She had been subjected 
to superficial radiotherapy and the symptoms 
had disappeared. 

By the time of the treatment upon which 
the action was based, these symptoms had 
recurred in a more extensive form and it was 
clear that the girl would suffer a certain and 
unpleasant death within a comparatively short 
time if the disease was not arrested. The 
treatment of choice was deep radiotherapy, 
and in the judgment of the therapist the case 
called for doses of a certain magnitude. He 
knew that, for technical reasons, his dosage 
had to be adequate if the girl’s life was to be 
saved; if insufficient dosage was administered 
it would not be possible to supplement it at 
a later stage. He worked out the required 
dosage, which he believed to be within the 
limits of skin tolerance although he knew that 
it was not far from those limits, and that there 
was a certain measure of risk that the patient 
would be necrotized. He knew also that there 
would probably be discoloration of the skin 
on the hands and legs which had to be treated, 
and that there was a possibility that the impact 
of X-rays upon the epihyses of the patient 
might arrest or retard her growth. But as 
this was a matter of life and death he felt 
compelled to take these risks and apply the 
dosage which he considered necessary to 
eliminate the disease. 

He was wrong in his assessment of skin 
tolerance. There was necrosis, to a much 
greater degree than he had believed possible. 
The patient suffered greatly and ultimately 
lost both legs and one of her hands. The other 
hand was also affected and it seemed likely 
at the time of the trial that she would lose 
that too. 

On the other hand, she had survived for 7 
years and was, by the time of the trial, appa- 
rently free from the disease. She had, more- 
over, married and had a child after the loss of 
her limbs. 

She based her claim on two independent 
grounds. One of those was negligence and the 
other was assault. The Court found that the 
therapist had been negligent. That is an aspect 


of the matter with which I am not concerned 


to-night. What I am concerned with is the 
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other finding of the Court, namely that the 
therapist had been guilty of an assault. 

The learned Judge held that there had been 
no legally effective consent to the deep therapy 
treatment. 

The facts relevant to consent were these. 
The girl’s guardian, her mother, had been 
aware of the treatment given 4 years previously 
and also of the fact that the disease treated 
was one which would lead to death unless 
effectively dealt with, When the symptoms 
reappeared she realized at once that the girl 
should be sent for further radiological treat- 
ment if her life was to be saved and she was 
therefore sent here to the Johannesburg Hos- 
pital. The mother did not, however, know 
anything about radiology; she had no appre- 
ciation of any difference between deep and 
superficial therapy, nor did she know that there 
was any risk of necrosis. She was content, 
she said, that the doctors in Johannesburg 
should do what they thought best. 

I should add that this was not one of the 
‘emergency’ cases to which I referred earlier 
on. The case was not so urgent that treatment 
had to be applied within a matter of days, and 
there was clearly time to communicate with 
the mother, who was on a farm in Swaziland. 
No such communication took place because it 
was not thought necessary, and it was argued 
on behalf of the Defendant that there had 
been a valid and effective consent to radio- 
therapy with all the risks attendant thereon 
(whatever they might be) and that the conduct 
of the therapist was therefore not, in law, an 
assault. 

The learned Judge held, however, that the 
consent which had been given by conduct was 
of no legal effect because the substantial risks 
attendant upon the treatment were not known 
to or appreciated by the mother of the patient. 

It follows from his reasoning that even it 
the patient had been of full age and even it 
she had signed a consent to treatment in the 
usual form, the result would have been the 
same because the risks were not known to 
her and, in the opinion of the learned Judge, 
the absence of such knowledge rendered the 
consent valueless. 

This emerges even more clearly from the 
simpler facts of Rompel’s case. There the 


Defendant was a psychiatrist whose assistance - 


had been sought in connexion with some 
psychiatric disorder. The patient was in no 
sense insane. He was fully capable of under- 
standing and appreciating anything told to 
him. Shock treatment was considered appro- 
priate and when the patient asked ‘what are 
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you going to do to me?’, the practitioner 
replied, ‘1 am going to give you a few shocks’. 
The patient then allowed himself to be con- 
nected to the appropriate apparatus and was 
given shock treatment. In convulsion under 
this treatment he fractured a bone, a risk 
which, the Court found, could have been fore- 
seen. It was held that there was no legally 
effective consent because the risk of fracture 
was not known to the patient, and the psychia- 
trist was held liable in damages. 

I should remark that the Judge in each of 
these two cases appears to have felt some con- 
cern about the possible effects, in subsequent 
cases, of the principle which he was applying. 
Each Judge used language in which he at- 
tempted to guard himself against laying down 
a rule of universal application. But the prin- 
ciple to be extracted from the two decisions 
seems to me to be clear, and it will be diffi- 
cult for any subsequent Court of equal status 
to depart therefrom. It can fairly be said, I 
think, that the law of the Transvaal to-day is 
that a consent by a patient to a medical pro- 
cedure is of no legal validity unless all the 
substantial risks attendant thereon have been 
explained to and understood by the patient. 
In the absence of such explanation and under- 
standing, the medical practitioner is liable for 
damages if damages are suffered. 

It is my respectful view that these cases 
were wrongly decided. 

I would say that in each case there was 
an unqualified consent to treatment, irrespec- 
tive of the risks attendant thereon, and that 
such a consent is a complete answer to a claim 
based on assault. I know of no reason, in 
law or in logic, why it should not be possible 
for a person to say, in effect, to his trusted 
physician or surgeon: ‘I neither know nor 
wish to know what the risks may be. That 
is your affair. Do to me what you think 
necessary.” 

That, I think, is the attitude of many 
patients. And there is no reason, I suggest, 
why a consent given in that way should not 
be fully effective. 

It seems to me that the learned Judges who 
decided Esterhuizen’s case and Rompel’s case 
wrongly imported into the law of assault a 
concept which, though appropriate to a 
different class of cases, was inappropriate to 
cases involving consent to acts which would 
otherwise have been assaults. This is not the 
time or the place to elaborate my views in 
that regard; it will suffice if I say that there 
is some support for my view in at least one 
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of the English text-writers and, I think, in 
at least one decision of our own Appellate 
Division. 

These cases may be overruled if and when 
a similar case comes before the Appellate 


happen, and until it does happen the medical 
profession is, I think, in an uncomfortably 
vulnerable position. 

For the entertainment of the lawyers pre- 
sent, I propose to raise for their consideration 
certain problems which I shall not attempt to 
elucidate. 
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My minor son is at a boarding school in © 


Natal. 


He has a fight and gets his tooth 


knocked out. Will an action for damages for © 


assault lie? 

I, his father, have not expressly consented 
to an assault upon my son. Have I consented 
by implication? If so, when and how? Do 
I know and appreciate the nature and extent 
of the risks my son is running? I do not 
know the sizes and weights of my son’s friends 
and enemies; I do not know how skilled they 
are in boxing. I have never inquired about 
these things. 

My minor son, who is better informed about 
these factors than I am, has agreed to fight. 
Does his consent help at all? Suppose it is 
not merely that his tooth is knocked out; he 
suffers a brain injury. He knows nothing of 
such risks. Will an action lie? 

Here is a different problem: A fireman 
reaches the third floor of a burning building. 
He finds a woman in a flat which is threatened 
by the flames. She is a foolish woman who 
cannot be made to accept the fact that her 
life is in immediate danger, and that the 
only way out is over the balcony. She refuses 
to allow herself to be thrown over the balcony 
into a net which awaits her. The fireman, 
trained to save life,-ignores her protests and 
throws her over the balcony into the net. She 
breaks her wrist, and it so happens that a 
few moments later there is a change in the 
direction of the wind, and her flat is not burnt. 
Will an action for damages lie against the 
fireman? If not, why not? Should an action 
lie, or is it the sacred right of a foolish 
woman to be roasted to death if she is in- 
capable of appreciating her danger? 

I await with interest the discussion of these 
questions by my legal friends. 

I turn again to the medical practitioners 
present. There is little comfort for you in 
what I have said, but that is not my fault. 
The only advice I feel able to give you is this: 
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the hope that the cases I have told you about 
may be overruled. 

Secondly, seek, through your organization, 
to have the law amended by Parliament. It 
could be very simply done. The case would 
be met, I think, by a simple Act providing 
something of this sort: 

‘No action for damages shall lie against a 
medical practitioner in consequence of any act per- 
formed by him in good faith and without negli- 
gence, in the exercise of his calling, upon a person 
who had consented to become his patient or a person 
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to whom it was his duty to render medical assist- 
ance without such consent.’ 

Thirdly (and in the meantime) I advise you 
to take these two precautions. Tell your 
patients of the risks they are running when- 
ever it is reasonably practicable to do so 
without undue detriment to them. And (this 
is perhaps the most important piece of advice 
of all) examine your insurance policy. 1 think 
you will probably find that it does not cover 
you against an action for damages based on 
assault; and such cover you would be wise to 
obtain at the earliest possible moment. 


ANNOTATION 


CONTRACEPTION BY THE USE EITHER OF A VAGINAL CREAM 
OR A VAGINAL GELf 


The Planned Parenthood Centers of Los 
Angeles, Inc., has undertaken a survey of the 
clinical value of contraceptive measures in a 
programme in which the spermicide was in- 
corporated in a cream or in a gel.* 

The women co-operating in the programme 
used''either the cream by itself or the gel by 
itself. No other contraceptive measures were 
employed. They were instructed to insert 
half an applicatorful of the preparation under 
test (although the instructions accompanying 
the products state that a full applicator of the 
preparation be introduced) into the vagina 
to a depth of two inches, pointing the appli- 
cator down and back. They were also in- 
structed that douching was not necessary but, 
if desired, that it should not be done until 
6 hours after coitus. 

Each woman was examined by an attending 
physician and taught how to use the method 
prescribed. (The vaginal examination done 
at the time of the first visit was repeated at 
least once every year.) She proved her 
thorough understanding of what she had been 
taught by demonstrating how she would use 
the method. 

In introducing a new contraceptive method, 
it is often found difficult to overcome the 
prejudices of the patient. These stem from 
advice received previously from other sources. 
Not infrequently, patients came to the clinic 


+Wolf, L., Olson, H. J., Tyler, E. T. (1957): 
Obstet. Gynecol., p. 316. 

*Delfen Vaginal Cream and Preceptin Vaginal 
Gel supplied through the courtesy of the Ortho 
Pharmaceutical Corporation, Raritan, New Jersey. 


fearful of trying a method which did not 
require a diaphragm. 

Follow-up data were available on 100 
women who used the vaginal gel by itself 
for a period varying from one month to 30 
months, giving a total of 1,145 months. 

Data were available on 692 women who 
used the cream by itself for periods of time 
varying from one month to 29 months, giving 
a total of 5,232.5 months. 

There was only one woman in the group 
using the cream alone who claimed regular 
use (4 months) and became pregnant. There 
were fourteen recorded planned pregnancies. 

In the group of women using the gel by 
itself there were no unexplained pregnancies. 
There were 7 planned pregnancies. A high 
degree of success was obtained with these two 
methods. 

The experience with both groups indicates 
that these simple contraceptive methods are 
very acceptable to the patient and that when 
a highly spermicidal cream or gel is used 
alone, successful contraception is achieved 
without the use of a mechanical device. 


OPSOMMING 


Die Planned Parenthood Centers of Los Angeles, 
Inc. het ’n opname gedoen van die kliniese waarde 
van geslagtelike voorbehoedmiddels waarin die 
spermvernietiger in ’n pommade of jellie geinkor- 
poreer is. 

Die vrouens wat saamgewerk het om uitvoering 
aan die program te gee, het of die pommade alleen 
of die jellie alleen gebruik. Geen ander geslagte- 
like voorbehoedmiddels is gebruik nie. 

Alle moontlike voorsorgmaatreéls is getref om te 
verseker dat die betrokke vrouens haarfyn verstaan 
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het hoe om die middels te gebruik, en iedere vrou 
is deur ’n meewerkende geneesheer ondersoek. Dit 
het ’n skede-ondersoek by geleentheid van die eerste 
besoek ingesluit. Hierdie kliniese onderscek is ten 
minste een maal per jaar herhaal. 

Navolgingsgegewens is beskikbaar ten opsigte van 
100 vrouens wat die skede-jellie alleen gebruik het, 
en 692 vrouens wat net gebruik van die pommade 
gemaak het. 

Daar was net een vrou in die groep wat op die 
pommade alleen staatgemaak het wat beweer het 
dat sy die pommade gereeld gebruik het (oor ’n 
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tydperk van 4 maande) en tog swanger geword het, 
In die groep wat die jellie alleen gebruik het, 
was daar geen swangerskappe wat nie verduidelik 
kon word nie. 
Die ondervinding wat tydens hierdie oprame 
opgedoen is, dui daarop dat ’n hoé mate van welslae 


met albei metodes behaal kan word. Dit bewys ook | 


dat eenvoudige geslagtelike voorbehoedmiddels baie 
aanneemlik vir die pasiént is, en dat 'n sterk sperm. 
vernietigende pommade of jellie suksesvol as 'p 
geslagtelike voorbehoedmiddel kan wees sonder dic 
noodsaaklikheid om ’n meganiese tcestel te gebruik. 


NOTES AND NEWS : BERIGTE 


ELI LILLY MEDICAL RESEARCH FELLOWSHIP 
(SOUTH AFRICA) 


ESTABLISHED BY THE CAPE TOWN POST-GRADUATE 
MEDICAL ASSOCIATION 


1. Applications are invited from suitably qualified 
medical practitioners for the Eli Lilly Medical Re- 
search Fellowship (South Africa). 

2. The Fellowship is for the purpose of medical 
research and is not intended for post-graduate 
clinical study. It is available for one year. 

3. The value of the Fellowship is 3,600 United 
States dollars for one year and, in addition, travel- 
ling expenses will be allowed, based on a travel 
budget to be submitted by the Fellow. This will 
cover the cost of travel and incidental expenses 
from the place of residence of the Fellow to the 
approved place of study in the United States of 
America, as well as the return journey. 

4. Other things being equal, preference will be 
given to candidates under 40 years of age. 

5. Any medical practitioner registered in South 
Africa will be eligible for this award. 

6. There will be no discrimination for the award 
on grounds of race, colour, creed or sex. 

7. The candidate must submit evidence of his 
capacity to do original research work. 

8. The candidate must submit a programme of 
the proposed research. He is advised to submit an 
alternative scheme in case there are difficulties about 
carrying out the first one. 

9. It is advisable for the candidate to indicate 
at what institution he proposes to undertake the 
research and he should also state whether he is in 
a position to make any arrangements to carry out 
the research at the proposed institution. 

10. The successful candidate must undertake to 
return to South Africa for a period of at least two 
years after the termination of the award. 

11. Applications should be forwarded to reach: 


Dr. H. A. Shapiro (Honorary Chairman), 
Selection Committee, Eli Lilly Medical Research 
Fellowship (South Africa), 

P.O. Box 1010, Johannesburg, 

not later than 30 April 1958. 


They should be concise, and accompanied by the 
names of not more than two suitable referecs. 
Testimonials must not be included. 


Dr. M. C. Frame, M.B., B.Ch., D.P.M., has com. | 
menced practice as a Psychiatrist in partnership | 
with Dr. Zolman Wolf at 53 Pasteur Chambers, | 


Jeppe Street, Johannesburg. (Telephone: Rooms: 
23-7679; Residence: 40-3467 and 40-2211). 


Dr. M. C. Frame, M.B., B.Ch., D.P.M. het praktyk 
aanvaar as Psigiater in vennootskap met Dr. Zolman 
Wolf, te Pasteur Chambers 53, Jeppestraat, Johan- 


nesburg. (Telefoon: Spreekkamer: 23-7679; 
Woning: 40-3467 en 40-2211). 
* * * 


Dr. S. S. Per, M.B., B.Ch., D.A. (Rand), has com- 
menced practice as a Specialist Anaesthetist at 105 


Medical Centre, Voortrekker Street, Germiston. 
(Telephones: Rooms: 51-8858; Residence: 
51-1293). 

* * * 


Berlimed (Pty.) Ltd., a newly formed Company, have 
been appointed sole agents of Schering A. G. Berlin 
in succession to Arken Chemicals (Pty.) Ltd. 
Offices: Rascher’s Corner, at Loveday and Jeppe 
Streets, Johannesburg. 
Alex Lipworth Ltd. have been appointed as depot 
stockists in Durban, Cape Town and Port Elizabeth. 


* * * 


SECOND INTERNATIONAL SYMPOSIUM ON FREEZING 
AND DRYING TO BE HELD IN LONDON ON 1-2 
APRIL 1958 


The Conference is organized into 4 sessions, each 
session under the chairmanship of one of the fol- 
lowing: Dr. A. S. Parkes, Dr. E. W. Flosdorf, 
Dr. S. T. Cowan, Prof. R. W. Rycroft. 

Speakers : 

Prof. B. Luyet (U.S.A.): On the Mechanism of 
Crystal Growth and on Vitrification and Devitri- 
fication in Aqueous Systems. 

Dr. H. T. Meryman (U.S.A.): The Mechanism of 
Freezing in Biological Systems. 

Dr. P. Mazur (U.S.A.): The Effects of Sub-Zero 
Temperatures on Micro-organisms. 

Dr. C. Polge and Dr. M. A. Soltys (U.K.): The 
Preservation of Trypanosomes by Freezing. 

Prof. N. Kalsbukhov (U.S.S.R.): Problem of 
Undercooling, Freezing and Vitrifying of the Whole 
Oreanism of Animals. 

Ve Y. Obayashi (Japan): The Preservation of 
B.C.G. 

Dr. P. W. Muggleton (U.K.): Freeze Drying of 
Basteria with Special Reference to B.C.G. 
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a he. | pr, G. R. Scott and Mr. C. S$. Rampton (Kenya): 
“a Pi Dried Virus Vaccines: The Problem of the Batch 
IK Size. 

oan "Dr. R. I. N. Greaves (U.K.): Some Factors 
which influence the Stability of Freeze Dried Cul- 

Asher 

it 

‘a Ook | asd Tokio Nei (Japan): The Effect of Freezing, 
baie | iT Freeze Drying upon Micro-organisms. 
- et Mr. T. W. G. Rowe and Mrs. E. Robson (U.K.): 
Physics ‘of Secondary Freeze Drying. 
die | J. L. Stephenson (U.S.A.): Fundamental 
ebruik, | Physical Problems in the Freezing and Drying of 


lorf, 


of 


jtri- 


of 


Biological Materials. 
Prof. L. R. Rey (France): Study of the Freezing 
and Drying of Tissues at Very Low Temperatures. 
Dr. A. S. Parkes (U.K.): Freeze-Drying of 


HEXANICITE 


Westdene Products kondig die beskikbaarstelling aan 
van Hexanicite, ’n nuwe mondelinge, periferale vaat- 
verwyder, vervaardig deur Bofors (Swede). 

Hexanicite is die nikotiensuur-ester van mesoino- 
sitol. Dit het ’n ligte en langdurige vaatverwydings- 
effek wat dit die ideale middel vir die behandeling 
yan periferale vaatkwale maak. Dit werk regstreeks 
in op die saamtrekbare meganisme van die periferale 
bloedvate en het dus geeneen van die toksiese effekte 
of newe-effekte van die adrenergiese of senuknoop- 
versperringsmiddels nie. Dit veroorsaak ook nie die 
opmerklike gloed in die wange wat een van die 
ontstellende simptome van baie vaatverwyders is nie. 

Hexanicite is doeltreffend vir 
die behandeling van sowel funk- 
sionele as organiese  periferale 
kwale met ’n uiteenlopende etiolo- 
gie. Dit word veral aangedui vir 
afwisselende bloedvatvernouings- 
kreupelheid, Buerger siekte, 
Raynaud se_ siekte, versperrende 
slagaarverkalking, akrosianose, dia- 
betiese gangreen en winterhande 
en -voete. Dit is ook nuttig vir 
die behandeling van migraine, 
Meniere se sindroom, en as ’n 
hulpmiddel by die behandeling 
van velswere. Verslae dui daarop 
dat Hexanicite van waarde kan 
wees selfs in hardnekkige gevalle 
wat nie op behandeling met ander periferale vaat- 
verwyders gereageer het nie. 

Hexacinite is verkrygbaar in bottels van 100 
tablette van 0.2 g. Die gemiddelde dosis is een 
tablet 2 of 3 maal per dag, maar dit kan ver- 
meerder word tot 3 tablette drie maal per dag, 
indien nodig. 

Breedvoeriger inligting is verkrygbaar van die 
alleenverspreiders vir Suid-Afrika: Westdene Pro- 
ducts (Pty.) Ltd., Posbus 7710, Johannesburg, of by 
hul kantore in Kaapstad, Durban, Pretoria. 


TRISERPINE 


'N SUIWER KRISTALLYNE RAUWOLFIA-ALKALOJED 


Triserpine is ’n suiwer, kristallyne alkaloied-vorm 
van rauwolfia in ’n sterkte wat haarfyn bekend is 
aan geneeshere wat hierdie soort produk bo struk- 
tuurlose materiaal verkies, maar terselfdertyd die 
gevaarlike bykomstige effek van ernstige depressie 
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Viable Grafts: Problems and Possibilities. 

Prof. D. Grieff (U.S.A.): The Effects of Freez- 
ing, Low Temperature Storage and Drying by 
Vacuum Sublimation on the Activities of Viruses 
and Cellular Particulates. 

Dr. B. L. Brady (U.K.): Some Observations on 
the Freeze-Drying of Yeasts. 

Commander G. W. Hyatt, M.D. (U.S.A.): The 
Storage of Human Tissues for Surgical Application. 

Prof. C. G. Robb (U.K.): Experience with the 
— Use of Freeze-Dried Arteries. 

Dr. H. A. Sissons, et a/. (U.K.): 
Bone as a Grafting Material. 

Application for programme and tickets should be 
made to the Institute of Biology, 41 Queen’s Gate, 
London, S.W.7, England. 


Freeze-Dried 


PREPARATE EN TOESTELLE 


wat dikwels ontstaan ten gevolge van reserpien- 
toediening in daaglikse dosisse van meer as 0.25 mg., 
wil vermy.! 

Triserpine is ’n praktiese toepassing van die begin- 
sel van die driedubbele mengsel, en word gebruik 
om die ongewenste bykoms- 
tige effekte van ’n doel- 
treffend aktiewe maar soms 
gevaarlike middel teen te 
werk. In hierdie geval word 
reskinnamien deserpi- 
dien, albei hipotensiewe en 
kalmerende alkaloiede van 
rauwolfia, by die reserpien 
gevoeg in so ’n verhouding 
dat die daaglikse maksimum- 
opneming daarvan op die 
instandhoudingspeil en binne 
onlangs aanbevole perke 

(2 mg. 
elk) bestaan uit 0.04 mg. 
reskinnamien, 0.04 mg. de- 
serpidien en 0.12 mg. reser- 
pien, en is verkrygbaar in 
houers van 25 en 100. - Die 
dosis in die geval die pasiént wat reeds die een 
of ander soort rauwolfia (reserpien, ens.) neem, is 
1 of 2 tablette per dag. Vir aanvanklike behandeling 
behoort die dosis 3 of 4 tablette per dag gedurende 
die eerste 10 dae te wees. 

Triserpine word gemaak deur Riker Laboratories 
Africa (Pty.) Ltd., in Port Elizabeth. Onmiddellik 
verkrygbaar deur al die normale handelskanale. 


VERWYSINGS 
1. Smith, R. G., Modern Medécine (1956) Okt., 


bl. 18. 
2. F.D.A. Brief, Oktober 1956, aan fabrikante van 
farmaseutiese produkte. 


CAMOFORM 


Parke, Davis Laboratories (Pty.) Ltd. kondig die 
beskikbaarstelling aan van Camoform, ’n nuwe 
amebevernietiger vir die behandeling van sowel 
ingewands- as buite-ingewandsamebiase. 

Beskrywing : Camoform  (biallielamikolhidro- 
chloried) is gesintetiseer in die Parke, Davis- 
navorsingslaboratoriums. Dit behoort aan die a- 
Aminokresol-familie en, uit struktuur-oogpunt, 
is dit verwant aan malariabestrydende Camoquin 
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(amodiakien, Parke-Davis). Anders as die ander 
amebevernietigers wat gewoonlik gebruik word, is 
daar in die Camoform-molekule geen jodium of 
arseen nie. 

Camoform is ’n kragtige amebevernietiger, en 
daar is bevind dat dit besonder doeltreffend vir die 
bestryding van sowel die ingewands- as die buite- 
ingewandsvorm van Entamoeba histolytica is. 

Laboratoriumtoetse het bewys dat Camoform ’n 
opvallende effek op patogeniese amebe by honde en 
hamsters, sowel as by die mens het. 

Dit is betreklik nie-toksies, en, im vitro, het dit 
’n amebevernietigende effek in verdunnings van 
soveel soos 1:5,000; 70 tot 80% van ’n monde- 
linge dosis Camoform word in die ingewande ge- 
absorbeer, en afskeiding wat deur die gal bewerk- 
stellig word, is ’n stadige proses. Gevolglik daal 
die bloedpeile geleidelik, en soveel soos 15% van 
die oorspronklike dosis bly in die bloed oor tyd- 
perke van soveel soos 3 weke nadat toediening 
gestaak is. 


CAMOFORM: 


*TRADE MARK 


66’ 
hydrochioride 
250 MG. 


PARKE. DAVIS & CO. DETROIT, MICH., U.S.A. 


Daar is ’n hoé mate van lokalisasie van Camo- 
form in die weefsels, veral in die lewer en die 
longe. Dit verduidelik die doeltreffendheid van 
Camoform vir die behandeling van sowel ingewands- 
amebiase as die buite-ingewandstipe. Daar is ook 
aangetoon dat Camoform in staat is om diere teen 
amebiese lewerontsteking te beskerm, selfs nadat 
die amebe regstreeks in die lewer ingespuit is. ’n 
Betekenisvolle aspek van sy chemoterapeutiese effek 
is die algehele voorkoming van pulmonale amebiese 
letsels by die behandelde diere. 

Dat Camoform terapeuties doeltreffend en veilig 
vir die behandeling van sowel ingewands- as buite- 
ingewandsamebiase by die mens is, blyk duidelik 
uit die goeie resultate wat deur kliniste behaal is. 


Indtkasies: Vir die behandeling van sowel die 
ingewands- as die  buite-ingewandsvorm van 
amebiase. 


Dosis en toediening: Volwassenes, 1 tot 2 tab- 
lette 3 maal per dag met maaltye; kinders (tot 12 
jaar), ‘n halwe tablet drie maal per dag met maal- 
tye. Pasiénte behoort Camoform saam met hul 
voedsel te neem, want as hulle die middel voor of 
na maaltye neem, kan dit aanleiding tot maagon- 
verdraagsaamheid gee. ’n Enkele terapie-kuur duur 
5 dae lank (15 dosisse). Pasiénte wat nie deur ’n 
enkele kuur genees word nie, moet ’n rustydperk 
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van 3 weke geniet voordat: die behandeling wee 
nN aanvang neem. 

Camoform word verskaf in die vorm van saam. 
geperste tablette van 250 mg., in flessies van 20, 


DICORTOL 


Beskrywing: Dicortol (prednisoloon, Parke-Dayis) 
is ‘n analoog van hidrokortisoon wat 3 tot 5 keer 
soveel kortikosteroiedbedrywigheid as hidrokortisoon 
openbaar. 

Indikasies: Vir die behandeling van talle toe. 
stande, insluitende allergiese dermatose, rumatiek. 
koors, chroniese gewrigsontsteking en ander kolla- 
geenkwale, ontstekingskwale van die oog, nefrose en 
bepaalde bloedongesteldhede. 

Dosis en toediening: Dicortol word mondeling 
toegedien in ’n dosis wat ongeveer een-vyfde tot een- 
derde so groot soos die hidrokortisoondosis is. Die 
daaglikse dosis wissel van 15 mg. tot 30 mg. oor ’n 
tydperk van ’n hele paar dae—na gelang van die 
reaksie en die pasiént. Die aanvanklike dosis word 
dan verminder met van 2.5 mg. tot 5 mg. by tussen- 
pose van 2 tot 3 dae totdat die minimale daaglikse 
instandhoudingsdosis bereik word. Dicorto! moet 
liefs in verdeelde dosisse na maaltye en voor slapens- 
tyd toegedien word 

Daar word aanbeveel dat beéindiging van terapie 
met Dicortol geleidelik moet geskied. Moontlike 
terugslaghipoglikemie-toestande wat op _ skielike 
onttrekking kan volg, sal hierdeur voorkom word. 
‘n Opvallende terugkeer van simptome of §gelyk- 
tydige spanning sal miskien ’n tydelike vermeer- 
dering van die dosis vereis, maar hierna word die 
dosis weer geleidelik tot die instandhoudingspeil 
teruggebring. 

Voorsorgsmaatreéls en kontra-indikasies: Dicortol 
moet toegedien word onder die allersorgvuldigste 
mediese toesig en in ooreenstemming met al die 
voorsorgsmaatreéls wat op_ kortikosteroiedterapie 
van toepassing is. Daar moet gelet word op die 
feit dat, in die geval van Dicortol-terapie, die 
waarskuwende tekens van te groot dosisse soos 
edeem, ’n vermeerdering van gewig en ,maangesig’ 
waarskynlik nie aanwesig sal wees nie. Met die 
oog op moontlike diabetogeniese effekte, sal pasiénte 
wat aan suikersiekte ly waarskynlik 'n groter in- 
suliendosis nodig hé solank hulle met Dicortol 
behandel word. 

Daar is kontra-indikasies vir die gebruik van 
Dicortol in die geval van pasiénte lydende aan 
aktiewe tuberkulose, dendritiese horingvliessweer te 
wyte aan herpes simplex, ernstige hoé bloeddruk, 
osteoporose, psigotiese toestande, aktiewe peptiese 
swere, bloeding in die spysverteringskanaal en trom- 
bositopeniese binnehuidsbloeiing. Die neiging om 
maagprikkeling en peptiese swere te veroorsaak, kan 
ee van geskikte teensuurterapie teégewerk 
word. 

Dictortol word verskaf in gekeepte tablette van 
2.5 mg. en 5 mg., in bottels van 30 en 100. 


PREPARATIONS AND APPLIANCES 


HEXANICITE 


Westdene Products announce the introduction of 
Hexanicite, a new oral peripheral vasodilator manu- 
factured by Bofors (Sweden). 

Hexanicite is the nicotinic acid hexa ester of 
meso-inositol. It has a mild and prolonged vaso- 


dilator effect which makes it ideal for the treatment 
of peripheral vascular disorders. Its action is directly 
on the contractile mechanism of the peripheral b!ood 
vessels so that it has none of the toxic effects of 
side effects of the adrenergic or ganglionic blocking 
agents; nor does it cause any appreciable flushing, 
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which is a distressing side effect with many vaso- 
dilators. 


Hexanicite is effective in both 
functional and organic peripheral 
disorders of varying etiology. It 
is indicated particularly for inter- 
mittent claudication, Buerger’s 
disease, Raynaud’s disease, obstruc- 
tive arteriosclercsis, acrocyanosis, 
diabetic gangrene and chilblains. 
It is also useful in migraine, 
Meniere’s syndrome, and as an ad- 
junct in the treatment of skin 
ulceration. Reports indicate that 
Hexanicite may be useful even in 
cases of long standing which have 
not responded to other peripheral 
vasodilators. 

Hexanicite is available in bottles 
of 100 tablets 0.2 g. The average dose is one tablet 
2 or 3 times a day and this may be increased to 3 
tablets thrice daily if necessary. 

Detailed information may be obtained from the 
sole South African Distributors—Westdene Products 
(Pty.) Ltd., P.O. Box 7710, Johannesburg, or at 
their Cape "Town, Durban and Pretoria branches. 


TRISERPINE 
A PURE CRYSTALLINE RAUWOLFIA ALKALOID 


Triserpine provides a pure, crystalline alkaloidal 
form of rauwolfia, in exactly known strength, for 
prescribers who prefer this type of product to 
amorphous material but at the same time wish to 
avoid the dangerous side effect of serious depression 
which often arises from long-continued reserpine 
administration in daily dosages exceeding 0.25 mg.! 

Triserpine represents a practical application of the 
tiple mixture principle, used to reduce unwanted 
side effects in a desirably 
active but sometimes danger- 
ous drug. In this instance 
Rescinnamine and _ Deserpi- 
dine, both hypotensive and 
sedative alkaloids of rau- 
wolfia, are added to reserpine 
in such Proportion as to keep 
its maximum daily intake, at 
maintenance level, within ‘the 


limits!, 2 recently recom- 
mended. 

Triserpine tablets are 2 
mg. each made up _ of 


rescinnamine 0.04 mg., de- 
serpidine 0.04 mg. and 
reserpine 0.12 mg., and are 
available in containers of 25 
and 100. Dosage for the 
patient who has already been 
taking some form of rau- 
wolfia (reserpine etc.) is 1 or 2 tablets daily. For 
introductory treatment the dose would be 3 or 4 
tablets daily for the first 10 days. 

Triserpine is made by Riker Laboratories Africa 
(Pty.) Ltd., in Port Elizabeth. Immediately available 
through all normal trade channels. 


REFERENCES 
1. Smith, R. G., Modern Medicine (1956) Oct., 


p. 18. 
2. F.D.A. Letter, October 1956, to Pharmaceutical 
Manufacturers. 
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CAMOFORM 


Parke, Davis Laboratories (Pty.) Ltd., have intro- 
duced Camoform, a new amoebicide for the treat- 


ment of both intestinal and _ extra-intestinal 
amoebiasis. 
Description: Camoform (biallylamicol —hydro- 


chloride) was synthesized in the Parke, Davis 
Research Laboratories. It belongs to the a-Amino- 
cresol family and is related structurally to the anti- 
malarial Camoquin (amodiaquin, Parke—Davis). Un- 
like many other amoebicides in common use, 
Camoform does not contain either icdine or arsenic 
in its molecule. 

Camoform is a potent amoebicide, which _ has 
been found to be highly effective against both the 
intestinal and extra-intestinal forms of Entamoeba 
histolytica. 

Laboratory studies have shown Camoform to have 
marked action against pathogenic amoebae in dogs 
and hamsters as well as in Man. 

It is relatively non-toxic and, in vitro, has an 
amoebicidal action in dilutions as high as 1: 5,000: 
70 to 80% of an oral dose of Camoform is ab- 
sorbed in the intestines, and excretion, which is 
accomplished by the bile, is a slow process. Conse- 
quently blood levels fall gradually with as~ much 
as 15° of the original dose remaining in the 
blood for as long as 3 weeks after administraticn 
has ceased. 


CAMOFORM* 


* TRADE MARK 


dihydrochtoride : 
250 MG. 


PARKE, DAVIS & CO, DETROIT, MICH., U.S. A. 


There is a high degree of localization of Camo- 
form in the tissues, especially in the liver and the 
lungs. This explains the effectiveness of Camoform 
not only in intestinal amoebiasis, but also in the 
extra-intestinal type. Camoform has been demon- 
strated to protect animals from amoebic hepatitis, 
even after amoebae were injected directly into the 
liver. A significant aspect of its chemotherapeutic 
action is the complete prevention of pulmonary 
amoebic lesions in treated animals. 

That Camoform is therapeutically effective and 
safe in treating both intestinal and extra-intestinal 
amoebiasis in humans is testified to by the _Bood 
results reported by many clinicians. 

Indications: The treatment of both the intra- 
and extra-intestinal forms of amoebiasis. 

Dosage and Administration: Adults, 1 to 2 tab- 
lets 3 times daily with meals; children (up to 12 
years) half a tablet 3 times daily with meals. Patients 
should take Camoform during meals, since taking 
the medication before or after meals may lead to 
gastric intolerance. A single course of therapy lasts 
5 days (15 doses). Patients not cured with a single 
course should have a 3-week rest period before 
restarting treatment. 

Camoform is supplied in 250 mg. compressed 
tablets, vials of 20. 
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DICORTOL 


Description: Dicortol (prednisolone, Parke-Davis) is 
an analogue of hydrocortisone, which exhibits from 
3 to 5 times the corticosteroid activity of hydrocorti- 
sone. 

Indications: The treatment of numerous condi- 
tions including allergic dermatoses, rheumatic fever, 
rheumatoid arthritis and other collagen diseases, 
inflammatory eye diseases, nephrosis and _ selected 
blood disorders. 


Dosage and Administration: Dicortol is adminis- 
tered orally in a dosage approximately one fifth to 
one third that of hydrocortisone. Daily dosage 
ranges between 15 mg. and 30 mg. for several days, 
dependent upon response and patient. The initial 
dosage should then be reduced by decrements of 
2.5 mg. to 5 mg. at intervals of 2 or 3 days until 
a minimal daily maintenance dosage is achieved. 
Dicortol should ideally be given in divided doses 
after meals and before bedtime. 

It is recommended that termination of therapy 
with Dicortol should be gradual to forestall possible 
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rebound hypoglycaemic states resulting from abrupt 
withdrawal. Marked return of symptoms or cop. 
current stress may require a temporary increise in 
dosage, which should then be gradually decreased 
to maintenace levels. 

Precautions and  Contra-Indications: —Dicorto] 
should be administered under close medical super. 
vision and in accordance with precautions associated 
with corticosteroid therapy. It should be noted that 
in Dicortol therapy such warning signs of over:iosage 
as oedema, weight increase and ‘ moon-face’ ar2 not 
likely to be present. Because of possible disbeto. 
genic effects, patients with diabetes may require 
higher insulin dosage while receiving Dicort«/. 


Dicortol is contra-indicated in patients with active 
tuberculosis, dendritic corneal ulcer due to herpes 
simplex, severe hypertension, osteoporosis, psychotic 
states, active peptic ulcer, gastro-intestinal bleeding 
and thrombocytopenic purpura. The tendency to 
produce gastric irritation and peptic ulcer has been 
controlled by appropriate antacid therapy. 

Dicorto] is supplied in 2.5 mg. and 5 mg. scored 
tablets, in bottles of 30 and 100. : 


ABSTRACT 


CHRONIC ASTHMA ‘TREATED WITH POWDER 
INHALATIONS OF HYDROCORTISONE AND 
PREDNISOLONE 


The value of hydrocortisone acetate and predniso- 
lone powder inhalations in the treatment of chronic 
asthma was assessed by a blind-trial method. 

The manufacturers provided the authors with 
hydrocortisone, prednisolone, and an undetectable 
blank inert powder consisting of lactose and 1% 
calcium stearate, all in sausage-shaped capsules, for 
use in a special inhaler. 


The materials were placed in numbered bottles 
in random order by a member of the staff of 
the Department of Medicine and were used in 
number sequence on patients considered suitable 
for trial. These all had chronic asthma and used 
much antispasmodic material. They were seen at 
least a week before they were included in the trial 
and were not improving spontaneously during this 
period. When the trial was completed, each case 
was assessed and only then did the authors learn 
for the first time what had been in each bottle. 


The patient was instructed to use the inhaler 
thrice daily irrespective of spasm. One capsule 
lasted on average 5 days. The period of treatment 
was about 70 days and was followed by a month 
without any of the powder inhalation. 


Patients were instructed to use their own anti- 
spasmodic material as required, but in successful 
( much improved ’) cases the need for this vanished. 
They were also asked to keep a diary of the 
number of attacks of spasm and the amount and 
2 of antispasmodic material required during the 
trial. 

Each hydrocortisone capsule contained 15 mg. of 
the acetate (equivalent to 13.4 of hydrocortisone 
base), making the daily dose 3 mg. Each predniso- 


lone capsule contained 5 mg., making the daily 
dose 1 mg. 

Progress was assessed according to the lessening 
of attacks in duration and frequency, the lessening 
of the need for antispasmodic material, and the 
improvement in health and mobility. The dosage 
was so small that no side effects of steroid therapy 
arose. 

It appears that the hydrocortisone produces sig- 
nificant benefit; the probability that results as good 
as these should have occurred by chance alone is 
only 0.028. The number of patients treated with 
prednisolone is too small to lead to firm con- 
clusions. There is no evidence of improvement 
over the placebo, but the results are significantly 
inferior to the hydrocortisone (P = 0.029). 

Of 24 patients receiving the hydrocortisone ace- 
tate powder 17 were improved or much improved, 
a statistically significant figure compared with the 
results obtained in 13, patients with a blank inert 
powder. 

There was no evidence in 7 patients that pred- 
nisolone was of any value when used in this way. 

The authors conclude that this simple method 
of administering hydrocortisone acetate is well 
worthy of trial in the less severe cases of asthma. 

The dosage of hydrocortisone acetate given by 
inhalation in this series was so small that the 
beneficial effects must have resulted from a_ local 
action on the bronchial tree and not from a 
systemic effect after absorption. This action is pre- 
sumably similar to that of steroids applied topically 
in skin diseases. 


{By William Brockbank, T.D., M.A., M.D., 
F.R.C.P. (Director, Asthma Clinic) and C. D. k. 
Pengelly, M.B., Brist., M.R.C.P., M.R.C.P.E. 
(Senior Registrar, Manchester Royal Infirmary). 
-From the Lancet, 25 January 1958, p. 187.] 
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